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MESSAGE FROM THE DIRECTOR

As Director of the Centers for Disease Control and Prevention (CDC) and Administrator of the Agency
for Toxic Substances and Disease Registry (ATSDR), I am pleased to present the agency’s budget request
for Fiscal Year (FY) 2013. This budget request reflects the Administration’s priorities in support of key
Department of Health and Human Services goals that will help people live healthy, safe, and productive
lives.

For 65 years, CDC has served as a public health leader throughout the United States and the world. CDC
is dedicated to protecting health and promoting quality of life by preventing and controlling disease,
injury, and disability, as well as reducing the health and economic burden of the leading causes of disease,
disability, and death.

CDC’s priorities form the core of its public health programs. These programs require the scientific
excellence and leadership of our highly trained staff, who are dedicated to high standards of quality and
ethical practice. The agency’s priorities are:

e Excellence in surveillance, epidemiology, and laboratory services

e Support for state, tribal, local, and territorial public health

e Global health impact, before diseases cross borders

e Scientific and program expertise to advance policy change that promotes health

e Prevention of illness, injury, disability, and death

The FY 2013 budget request prioritizes essential investments. The request also streamlines our approach,
as we continue our commitment to be efficient, effective stewards of the American people’s resources.
Maintaining critical agency investments in FY 2013 will allow CDC to continue its important work and
build public health capacity at the local, state, and international levels to protect and promote health.

I believe this budget request will sustain CDC’s key efforts to preserve and protect the lives of
Americans, and strengthen CDC’s ability to carry out its critical mission.

Sincerely,

o s LT

Thomas R. Frieden, MD, MPH

Director, Centers for Disease Control
and Prevention

Administrator, Agency for Toxic
Substances and Disease Registry
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PERFORMANCE BUDGET OVERVIEW
INTRODUCTION AND MISSION

INTRODUCTION AND MISSION

The Centers for Disease Control and Prevention (CDC) is an operating division of the Department of
Health and Human Services (HHS). Since 1946, CDC has served as the leading public health agency,
monitoring, investigating, and taking action to resolve complex health problems in the United States and
abroad. CDC carries out its mission by collaborating with local, state, and international partners to:

e monitor health, L
CDC’s Mission:

e detect and investigate health problems and events, Collaborating to create the
expertise, information, and

e conduct research to enhance prevention, tools that people and

e measure the effectiveness of public health policies, communities need to protect
i . . their health—through health
e implement prevention strategies, promotion; prevention of
e promote healthy behaviors, disease, injury, and disability;
and preparedness for new
o foster safe and healthful environments, and health threats.

e provide leadership and training.

These functions form the foundation of CDC’s mission, and each CDC program draws on these functions
to carry out comprehensive public health activities and programs. These programs provide partners and
Americans with the essential health information they need to make decisions that protect and advance
health. CDC’s highly trained staff is essential in providing the national leadership and scientific expertise
to carry out these programs in support of the agency’s mission.

CDC is committed to reducing the health and economic consequences of the leading causes of death and
disability and helping to ensure our nation’s citizens are safer, healthier people.

FY 2013 CONGRESSIONAL JUSTIFICATION
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OVERVIEW OF BUDGET REQUEST

The fiscal year (FY) 2013 President’s Budget request includes a total program level of $11.236 billion in
discretionary authority, mandatory funding, Public Health Service (PHS) Evaluation funds, transfers from
the Public Health and Social Services Emergency Fund (PHSSEF), and the Affordable Care Act (ACA)
Prevention and Public Health Fund for CDC and ATSDR. The FY 2013 budget request includes an
increase of $78.210 million for CDC from the ACA Prevention and Public Health Fund, for a total of
$903.210 million of the $1.250 billion available in the Fund. This is an overall program level increase of
$39.475 million above FY 2012.

CDC remains committed to maximizing the impact of every dollar entrusted to the agency. The FY 2013
budget request maintains investments in key programs, while identifying strategic reductions that will
allow CDC to advance our core public health mission in the most cost-effective way in this challenging
fiscal environment.

INCREASED PROGRAM INVESTMENTS

Increases described in this section represent overall program level increases for CDC, as compared to FY
2012, including budget authority, PHSSEF, and PHS Evaluation funds, as well as resources from the
ACA Prevention and Public Health Fund.

Vaccines for Children — Mandatory Funding (+$261.955 million)

The FY 2013 budget request includes an increase of $261.955 million above the FY 2012 estimate for the
Vaccines for Children (VFC) program. The FY 2013 estimate includes an increase for vaccine purchase
and a decrease for vaccine management business improvement plan contractual support. Taken together
with CDC’s Section 317 Immunization activities, these programs provide vaccines and necessary
program support to reach uninsured and underinsured populations.

Coordinated Chronic Disease Prevention and Health Promotion (+$128.699 million)

The FY 2013 budget request includes an increase of $128.699 million for CDC’s consolidation of heart
disease and stroke, nutrition, physical activity, obesity prevention, school health, diabetes, comprehensive
cancer control, arthritis, and other chronic disease activities into a single grant program, the Coordinated
Chronic Disease Prevention and Health Promotion Program. These increased resources will allow CDC to
increase the average awards to states from approximately $2.6 million to approximately $4.5 million and
will permit states, tribes, and territories to support a broader range of programs targeting the leading
causes of chronic disease-related death and disability and associated risk factors.

Affordable Care Act Prevention and Public Health Fund (+$78.210 million)

The FY 2013 budget request includes an increase of $78.210 million for CDC from the ACA Prevention
and Public Health Fund, for a total of $903.210 million of the $1.250 billion available in the Fund. These
activities invest in prevention and public health programs to improve health and restrain growth in health
care costs. More information on this allocation can be found in the ACA section following the Overview.
In some programmatic areas, these increases relate to decreases in budget authority.

Domestic HIVV/AIDS Prevention and Research (+$40.231 million)

The FY 2013 budget request includes an increase of $40.231 million above the FY 2012 level for
Domestic HIV/AIDS Prevention and Research. This increase provides additional funding to achieve the
goals of the National HIVV/AIDS Prevention Strategy. These goals include supporting health departments
to improve linkage to and retention in care, increasing prevention services, and supporting successful
treatment among persons with HIV. Additionally, CDC will use these investments to expand HIV testing
and linkage to care for men who have sex with men (MSM). CDC’s goals are to identify previously
unrecognized HIV infections, improve health outcomes, and reduce HIV transmission. Of this increase,
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CDC will also use $10.096 million to increase funding to state and local education and health agencies to
implement school-based HIV prevention activities, increase funding to national nongovernmental
organizations (NGOs) that support HIV prevention efforts serving youth in high prevalence communities,
and expand surveillance and monitoring to collect national data to monitor priority health risk behaviors
and school health programs and policies.

Health Statistics (+$23.150 million)

The FY 2013 budget request includes a $23.150 million increase in PHS Evaluation Funds for vital
statistics system enhancement. This increase will enable CDC to phase in full implementation of the
electronic death records in as many jurisdictions as possible, with an initial target of 15 to 17 states. This
investment will enhance the nation’s vital statistics system, including increased accuracy and availability
of key public health data.

This increase will also support enhancements to health surveys. CDC will include new questions on
sexual orientation in the new National Health Interview Survey data collection, pending successful
pretesting and developing and implementing new sample designs for population-based surveys using
2010 Census data. CDC will also use these resources to improve and expand survey data collection
methods. This investment will provide the data needed to support initiatives to identify and reduce
disparities in health and health care by sexual orientation status.

Food Safety (+$16.735 million)

The FY 2013 budget request includes an increase of $16.735 million above the FY 2012 level for
foodborne disease and food safety activities. This increase will enable CDC to move forward
implementation of CDC’s provisions of the Food Safety Modernization Act (FSMA), including
enhancing and integrating surveillance systems, upgrading the PulseNet system, improving outbreak
detection and response timeliness, improving timeliness in responding to state and local partners through
the FoodCORE program, attributing illnesses to specific food commodity groups to aid in prevention
efforts, monitoring food safety prevention measure effectiveness, and supporting the FSMA’s Integrated
Food Safety Centers of Excellence. These investments will help restore state and local capacity to monitor
foodborne illness and respond to outbreaks.

Polio Eradication (+$15.079 million)

The FY 2013 budget request includes an increase of $15.079 million above the FY 2012 level for CDC’s
global immunization work to accelerate polio eradication efforts. This increase will provide augmented
support, through more frequent and intense technical assistance, in the remaining four polio-endemic
countries of Afghanistan, India, Nigeria, and Pakistan, as well as the re-infected countries of Angola,
Chad, and the Democratic Republic of Congo. CDC will also amplify technical assistance to other
countries at risk for polio infection or transmission. These efforts will support the U.S. Government-
endorsed Global Polio Eradication Strategic Plan with the goal of eradicating polio within India by the
end of 2013 and achieving global certification of polio eradication by the end of FY 2015.

National Healthcare Safety Network (+$12.628 million)

The FY 2013 budget request includes an increase of $12.628 million above the FY 2012 level for the
National Healthcare Safety Network (NHSN). This increase will allow CDC to modernize the NHSN
information technology platform to accommodate the Centers for Medicare and Medicaid Services’
Value-Based Purchasing program requirements for NHSN reporting of additional types of healthcare-
associated infections (HAIs), such as C. difficile and MRSA infections, and from additional healthcare
settings, such as long-term acute care, ambulatory surgical centers, and rehabilitation centers. These
investments will also support state data validation, electronic reporting, and data quality activities for HAI
reporting, including implementing national standards for reporting laboratory data and developing
methods for automatic HAI detection. This increase will also support accelerated prevention research to
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address scientific gaps in HAI prevention and develop innovative ways to detect and prevent HAIs
through the Prevention Epicenters.

Tobacco (+$6.040 million)

The FY 2013 request includes an increase of $6.040 million for tobacco prevention and control. CDC will
use this increase in resources to expand the reach of a national tobacco education campaign and its
tobacco cessation quitline capacity support.

Preparedness and Response Capability (+$8.730 million)

The FY 2013 budget request includes an increase of $8.730 million above the FY 2012 level for building
CDC’s preparedness and response capability. CDC will use this increase to rebuild internal capacity to
protect the nation’s health security with a particular focus on the nation’s ability to detect and respond to
public health emergencies, specifically, resuming the nation’s ability to detect and respond to chemical,
biological, and nuclear terrorism. This includes developing improved laboratory methods to detect
chemical, biological, and radiologic agents.

PROGRAM DECREASES AND ELIMINATIONS

Decreases and eliminations described in this section represent overall program level decreases for CDC,
as compared to FY 2012, including budget authority, PHS Evaluation funds, PHSSEF transfers, and
transfers from the ACA Prevention and Public Health Fund.

Preventive Health and Health Services Block Grants (-$79.545 million)

The FY 2013 budget request proposes eliminating the Preventive Health and Health Services Block Grant
program, which received $79.545 million in FY 2012. Through CDC’s existing and expanding activities,
there is substantial funding to state health departments. These activities will be more effectively and
efficiently implemented through CDC’s new Chronic Disease Prevention and Health Promotion Grant
Program, as well as state and local ACA Prevention and Public Health Fund investments. Elimination of
this program provides an opportunity to find savings while expanding core public health infrastructure at
the state level through the ACA Prevention and Public Health Fund.

Community Transformation Grants (-$79.660 million)

The FY 2013 budget request includes a decrease of $79.660 million below the FY 2012 level in ACA
Prevention and Public Health Fund investments for Community Transformation Grants (CTG). This
decrease will have no impact on grants supported in FY 2011, which will be continued in FY 2013. New
grants will be fully funded in FY 2012 for up to four years. In FY 2013, the CTG program will continue
to amplify efforts to promote healthy behaviors that control health care costs.

Section 317 Immunization (-$57.986million)

The FY 2013 budget request for the Section 317 immunization program reflects a program level decrease
of $57.986 million below the FY 2012 level. This level reduces funding for one-time investments to assist
programs with health insurance reforms, such as Immunization Information Systems and adult
immunization. The FY 2013 budget request will continue to provide vaccine purchase for at-need
populations and immunization program operations, including support for implementing billing systems
for immunization services at public health clinics to sustain high levels of vaccine coverage, and support
for the scientific evidence base informing immunization policies. Health reform expansion will further
increase access to immunizations and decrease the number of uninsured and underinsured individuals
served by the Section 317 Program, resulting in cost savings.

Racial and Ethnic Approaches to Community Health (-$53.940 million)
The FY 2013 budget request eliminates funding for the Racial and Ethnic Approaches to Community
Health (REACH) program, funded at $53.940 million in FY 2012. The Community Transformation
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Grants (CTG) program, which builds on past program successes and lessons learned, marks the next stage
of CDC’s community-based programs. The CTG program will integrate best practices and lessons learned
from the REACH program into its new approach, amplifying the dissemination of these best practices and
lessons learned to communities across the nation.

Strategic National Stockpile (-$47.572 million)

The FY 2013 budget request reflects a program level decrease of $47.572 million to the Strategic
National Stockpile (SNS) below FY 2012. The SNS is a key resource in maintaining public health
preparedness and response; however, the current fiscal climate necessitates scaling back. The Public
Health Emergency Countermeasures Enterprise (PHEMCE) will re-prioritize those public health threats
for which the SNS holds emergency medical countermeasures (MCM) to ensure the maximum possible
protection against some threats that could create a public health emergency. PHEMCE will accomplish
this by examining the SNS formulary to determine a reduced or re-balanced level of current MCM, as
well as purchases of new and replacement of expiring MCM, given available funds.

Occupational Safety and Health (-$43.224 million)

The FY 2013 budget request for occupational safety and health includes an overall decrease of $43.224
million below the FY 2012 level. This reduction includes the elimination of the Education and Research
Centers (ERCs), funded at $24.268 million, and elimination of the Agricultural, Forestry, and Fishing
(AgFF) sector of the National Occupational Research Agenda (NORA) at $19.642 million. Given the
limited federal resources in a resource-constrained environment, the ERC program is a lower priority
program across CDC. AgFF is one of ten sectors that CDC has been focused on over several years and
there have been positive accomplishments from this program. However, given the relation to CDC’s
mission and the ability to have a national impact on improved health outcomes, the AgFF program has
been designated as a low-priority program and proposed for elimination in a limited resource
environment.

Business Services and Support (-$26.153 million)

The FY 2013 budget request includes a decrease to Business Services and Support (BSS) of $26.153
million below the FY 2012 level. This decrease represents a return to funding levels prior to FY 2012.
CDC plans to expand funds from a two-year account to continue base funding for BSS for all of CDC’s
programs. Any funds not expended will be used in subsequent years to finance capital investments,
excluding buildings and facilities capital investments, or provide the initial capital for a working capital
fund.

Buildings and Facilities (-$24.946 million)

The FY 2013 budget request reflects a decrease of $24.946 million below the FY 2012 level for buildings
and facilities activities. CDC will use carryover balances to support critical repairs and improvements to
maintain the condition of CDC’s portfolio of assets.

State and Local Public Health Preparedness and Response (-$15.501 million)

The FY 2013 budget request includes a decrease of $15.501 million below the FY 2012 level for state and
local preparedness and response. This reduction includes the elimination of the Academic Centers for
Public Health Preparedness and funds designated for CDC’s programmatic operating costs to provide
oversight, guidance, and management of the Public Health Emergency Preparedness program. In FY
2013, the funds for the programmatic operating costs will come from the State and Local Preparedness
and Response Capability budget. The Academic Centers for Public Health Preparedness have not resulted
in the return on investment or significant public health impact on public health hoped at the program's
outset. CDC will offer technical guidance to the Academic Centers to ensure that efforts in developing
strategies for public health preparedness continue.
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Birth Defects and Developmental Disabilities (-$11.722 million)

The FY 2013 budget request includes a decrease of $11.722 million for Birth Defects and Developmental
Disabilities activities below the FY 2012 level. This decrease includes reduced funding for Health and
Development for People with Disabilities, Child Health and Development, and Blood Disorders, CDC
will transition these activities from disease-specific approaches to a consolidated approach of unified
budget lines to maximize public health impact.

Environmental Health Activities (-$7.326 million)

The FY 2013 budget request includes an overall decrease for environmental health activities of $7.326
million, including a decrease of $6.000 million in Prevention and Public Health Fund investments for
environmental health tracking, below the FY 2012 level. This decrease includes the elimination of Built
Environment activities. CDC will integrate aspects of Built Environment activities into the Community
Transformation Grants, supported by the ACA Prevention and Public Health Fund investments, to have a
more integrated, comprehensive approach to promoting healthy communities.

The overall reduction also decreases funding for climate change activities. CDC will consolidate existing
research efforts and streamline CDC’s surveillance and early warning system capacity.

In addition, the request includes a decrease for the Environmental Health Tracking Network, which will
focus on capacity building assistance for existing grants. CDC will also discontinue overlapping funding
to study the environmental causes of disease and to develop tools and methods states use to inform and
respond to community concerns regarding environmental hazards.

Johanna’s Law (-$4.972 million)

The FY 2013 budget request eliminates funding for Johanna’s Law activities, funded at $4.972 million at
the FY 2012 level. CDC will continue to support gynecologic cancer education and awareness activities,
targeting both the public and health care providers. CDC will also continue to work with and provide
existing campaign materials through partner organizations and health care providers. CDC will also
continue to disseminate gynecologic cancer educational materials through other programs, such as the
National Breast and Cervical Cancer Early Detection Program and the National Comprehensive Cancer
Control Program, as well as other agencies, such as the HHS Office of Women’s Health.

Tuberculosis (-$4.607 million)

The FY 2013 budget request includes a decrease of $4.607 million below the FY 2012 level for
tuberculosis prevention activities. CDC will work with partners to implement this reduction in a way that
maintains a focus on tuberculosis control for the most urgent cases, especially outbreaks that have already
resulted in deaths or permanent neurological or other damage to health as well as cases that are multi-drug
resistant. Greater flexibility provided through the new appropriations language could allows both states
and CDC to direct up to 10 percent of CDC’s total HIV/AIDS, STDs, TB and Hepatitis funding to
Tuberculosis activities to address the overlapping epidemic of these diseases.

World Trade Center (-$3.718 million)

The FY 2013 budget request includes a decrease of $3.718 million below FY 2012 in mandatory funding
for the World Trade Center program. The mandatory funding represents the Federal share of estimated
obligations. This reduction is for one-time administrative activities that were used for startup costs for the
World Trade Center program.

Prevention Research Centers (-$2.900 million)

The FY 2013 budget request includes a program level decrease of $2.900 million in below the FY 2012
level. CDC will implement this decrease by streamlining prevention research efforts through the
Prevention Research Center program’s Comprehensive Centers, which have the established capacity and
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partnerships necessary to optimally conduct and disseminate core research on chronic disease prevention
strategies and ways to reduce health care costs.

Emerging Infectious Diseases (-$2.425 million)

The FY 2013 budget request includes a decrease of $2.425 million for emerging infectious diseases below
the FY 2012 level. This request includes funds to focus on necessary activities for prion disease and
reflects a reduction due to a decrease in global public health risk of variant Creutzfeldt-Jakob disease.
Due to completion of population-based studies to address Chronic Fatigue Syndrome, the proposal also
includes reduced funding that will shift focus of CDC’s activities to patient and provider education and
clinic-based studies.

KEY PROGRAMMATIC CHANGES

Coordinated Chronic Disease Prevention and Health Promotion

The FY 2013 budget request consolidates CDC’s heart disease and stroke; nutrition, physical activity, and
obesity prevention; school health (excluding HIV/AIDS prevention school health activities); diabetes;
comprehensive cancer control; and arthritis and other chronic disease activities into a single, streamlined
grant program, the Coordinated Chronic Disease Prevention and Health Promotion Program. The
approach will enable CDC to create a coordinated, national response to chronic disease, maximizing
program effectiveness, reducing interrelated risk factors, and accelerating health improvements. This will
also provide states with additional flexibility to address the leading causes of chronic disease and
disability, while increasing accountability and improving health outcomes through performance
incentives.

Birth Defects and Developmental Disabilities

In the FY 2013 budget request, CDC proposes consolidating birth defects and developmental disabilities
activities into three budget lines: Child Health and Development, Health and Development for People
with Disabilities, and a Public Health Approach to Blood Disorders. By consolidating activities into
unified budget lines, CDC is afforded the latitude to more aggressively track birth defects and
developmental disabilities, expand its effort to improve the lives of people with disabilities by focusing
on the most critical public health treats to these populations, and widen the scope of CDC’s efforts to
mitigate the unnecessary morbidity and mortality associated with non-malignant blood disorders in the
United States.

Healthy Home and Community Environments/Asthma

The FY 2013 budget request consolidates the Healthy Homes/Childhood Lead Poisoning and Asthma
programs into the new Healthy Homes and Community Environment Program. CDC is transitioning to a
new healthy homes approach that addresses and mitigates not only lead and asthma, but also an expanded
range of home-based hazards, such as the presence of radon, smoke, lead, and asthma triggers.
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AFFORDABLE CARE ACT: PREVENTION AND PUBLIC HEALTH FUND

The FY 2013 budget request includes an increase of $78,210,000 for CDC from the Affordable Care Act
Prevention and Public Health Fund for a total of $903,210,000 of the $1,250,000,000 available. These
investments in prevention and public health programs will improve individual and population health and
can help restrain the rate of growth in public and private sector health care costs.

The Prevention and Public Health Fund (Prevention Fund) helps win the future in health by empowering
communities to support longer, healthier, more productive lives by preventing heart attacks, strokes,
cancer, and other disabling, costly, deadly conditions; improving health protection agencies’ capacity to
detect and control threats; and identifying and monitoring the health system’s successes and challenges.

CDC’s approach to Prevention Fund is to ensure that each every dollar spent has the greatest possible
impact. To achieve this end, some Prevention Fund program dollars will be used to jointly to fund
activities also supported through CDC’s regular appropriation to provide the greatest possible return on
this investment in our Nation’s health. Many of these activities will be described in greater detail in the
program narratives that follow in the Narrative by Activity Section later in this Congressional
Justification.

PREVENTING THE LEADING CAUSES OF DEATH

(dollars in millions) FY 2011 FY 2012 FY 2013

Enacted Enacted Request

Preventing Leading Causes of Death $391.950 $618.050 $692.260

Community Transformation Grants (CTGs) $145.000 $226.000 $146.340
Million Hearts $0.000 $0.000 $5.000
Tobacco $50.000 $83.000 $89.000
National Prevention Strategy $1.000 $1.000 $1.000
gfgﬁ';g‘rfmAg’éféﬁ)s to Community Health $25.000 $40.000 $0.000
Immunization $100.000 $190.000 $72.460
Workplace Wellness $10.000 $10.000 $4.000
Hospitals Promoting Breastfeeding $0.000 $7.050 $2.500
National Youth Fitness Survey $6.000 $0.000 $0.000
Promoting Obesity Prevention $0.750 $0.000 $0.000
,I&?:tti?/i,:/il:sve/ Healthy Weight Task Force Obesity $0.000 $5.000 $4.000

Cancer Prevention and Control $0.000 $0.000 $260.871
Chronic Disease Grants to States $52.200 $0.000 $0.000
Nutrition, Physical Activity, and Obesity $0.000 $10.000 $0.000
Prevention, Education, and Outreach $2.000 $26.000 $0.000
Diabetes $0.000 $10.000 $0.000
Viral Hepatitis $0.000 $10.000 $0.000

Birth Defects $0.000 $0.000 $107.089

CDC is requesting $692,260,000 from the Prevention Fund to support Community Transformation Grants
(CTG) and other activities to address the leading causes of death, disability, and chronic disease. CDC’s
largest Prevention and Public Health Fund investment to date is to prevent the leading causes of death by
targeting their risk factors. The leading causes of death account for nearly two-thirds of all preventable
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deaths in the United States. To prevent heart attacks, strokes, other cardiovascular diseases, and cancers,
we must address risk factors such as tobacco use, nutrition, and physical activity and ensure people have
access to community and clinical preventive services such as behavioral interventions, disease screening
and treatment. The Prevention Fund will enable communities and health departments to maximize
prevention by supporting changes to the way services are provided, reducing redundancies across the
health care and public health systems and bridging successful programs from clinic to community. The
Prevention Fund will enable communities to target their priorities and invest in interventions proven to
improve health outcomes.

The Prevention Fund empowers communities to support residents’ efforts to live longer, healthier lives.
Effective, evidence-based community, environmental, and infrastructure interventions can help make
healthy choices easier for individuals, families, and communities. The Prevention Fund will also enable
health departments to implement effective programs to mitigate chronic diseases, which account for seven
out of 10 deaths and three of four U.S. health care dollars spent. Funds will support activities that expand
access to community and clinical preventive services, connecting people with clinical care and
community programs to control blood pressure, prevent diabetes, and stop using tobacco.

The focus on reducing cardiovascular disease and other leading causes of death is specifically supported
by the Community Transformation Grants (CTGs), tobacco programs, cancer prevention and control
programs, and the Million Hearts program. CTGs aim to empower communities to choose science-based
policy, environmental, programmatic, and infrastructure changes to achieve their intended outcomes,
including weight change, proper nutrition, physical activity, tobacco use prevalence, high blood pressure,
and psychological well-being.

The PPHF-funded components of the Million Hearts program are strategically designed to complement
CTG’s cardiovascular disease prevention activities by promoting medication management and adherence,
using more direct nurse counseling and pharmacy support services. In addition, investments will support a
network of model electronic health record-based registries and feedback systems to track blood pressure
and cholesterol control. This network will provide sentinel surveillance data on regional progress in these
areas, tracking progress and highlighting areas for improvement.

Preventing tobacco use, which accounts for over 440,000 deaths each year, not only saves lives but also
reduces direct health care costs and improves productivity. In FY 2013, CDC will continue to implement
strategic, comprehensive counter-marketing efforts that will result in significant reductions in initiation
and prevalence of tobacco use.

CDC will use PPHF resources to invest in programs that will improve the health of mothers and infants
by providing funds to states that will support efforts to encourage hospitals to promote breastfeeding to
new mothers. Since breastfeeding significantly reduces health risks for infants, which in turn reduces
medical care needs and health care costs, this investment of Prevention Fund resources will save health
care costs through prevention and reduced medical visits.

Finally, CDC will use PPHF resources to support the First Lady’s Let’s move Initiative and the HHS
Healthy Weight Task Force activities. Together, these activities target obesity prevention and promoting
healthy weight among children. These programs will focus on encouraging children to adopt healthy
habits, especially in nutrition and physical activity.
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IMPROVING PuUBLIC HEALTH DETECTION AND RESPONSE

(dollars in millions) FY 2011 FY 2012 FY 2013

Enacted Enacted Request

Improving Public Health Detection and Response $151.950 $151.950 $165.950
National Public Health Improvement Initiative $40.200 $40.200 $40.200
Public Health Workforce $25.000 $25.000 $25.000

Epidemiology and Laboratory Capacity (ELC) /

Emerging Infections Program (EIP) $40.000 $40.000 $40.000
Healthcare-Associated Infections $11.750 $11.750 $11.750
Environmental Public Health Tracking $35.000 $35.000 $29.000
Laboratory Improvement Initiative $0.00 $0.00 $20.000

CDC is requesting $165,950,000 from the Prevention Fund to support select investments to strengthen
federal, state, local, tribal, and territorial public health detection and response capacity, our nation’s first
line of defense against health threats. The Prevention Fund will improve health agencies’ capacity to
manage scarce resources and continue to detect and respond rapidly to outbreaks and natural disasters and
manmade harms. Investments will improve efficiencies and performance in federal, state, and local public
health laboratories; support surveillance and health tracking systems, and fund training that increases state
and local public health capacity and develops the next generation of public health leaders. CDC will use
Prevention Funds to invest in core programs, such as the Epidemiology and Laboratory Capacity program
and the Emerging Infections Program that bolster state and local capacity to detect and respond to
infectious diseases, including those caused by pertussis, influenza, rotovirus, health care-associated
infections, and foodborne pathogens. This will increase the percentage of laboratories (commercial and
hospital) sharing information via electronic laboratory reporting, allowing for faster detection and
analysis of disease-causing agents. Additionally, in FY 2013 CDC proposes a new Laboratory
Improvement Initiative using Prevention Fund resources to help assure that public laboratories in all US
communities have the capacity to address infectious disease outbreaks, mitigate environmental and
hazardous health threats, and communicate high quality test results rapidly to public health and clinical
care decision makers.

CDC will also continue investing Prevention Fund resources toward its successful Environmental Public
Health Tracking program which strengthens state and local public health agencies abilities to prevent and
control diseases and health conditions that may be linked to environmental hazards. Data from this
program can be used by state and local public health agencies to better understand the scope of threats to
public health in their area and what can possibly be done to abate them.

The Prevention Fund will also build on CDC’s substantial progress in reducing health care-associated
infections, which now affect one out of every 20 hospital patients. Proven practices save lives, reduce
treatment costs, and prevent costly hospital readmissions. CDC-trained epidemiology, laboratory,
informatics, and other public health professionals will work side-by-side with state and local partners to
investigate outbreaks, assist with prevention program development, implementation, and evaluation, and
provide continuing education for those state and local public health workers to ensure they remain current
with research and program breakthroughs.
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USING INFORMATION FOR ACTION

(dollars in millions) FY 2011 FY 2012 FY 2013

Enacted Enacted Request

Information for Action $67.000 $55.000 $45.000
Community Guide $7.000 $10.000 $10.000
Healthcare Statistics/ Healthcare Surveillance $30.000 $35.000 $35.000
Prevention Research Centers $10.000 $10.000 $0.000
Public Health Prevention Research $10.000 $0.000 $0.000
Emergency Preparedness $10.000 $0.000 $0.000

CDC is requesting $45,000,000 from the Prevention Fund to support select investments that will aid in
characterizing the people’s health, wellness, and disease, with a special emphasis on vulnerable
populations at increased risk of illness. The Prevention Fund will be used to increase the efficiency and
effectiveness of public health investments by monitoring and evaluating health system performance to
identify top-performing prevention programs. We will increase our knowledge by strengthening the
systems for gathering, analyzing, and communicating health data and ensuring they produce accurate and
timely information for action.

CDC will use Prevention Fund resources to collect and analyze health data and produce accurate and
timely information for action on health outcomes, risk factors for poor health, and best practices that
improve health. We will conduct systematic reviews of public health interventions to prevent disability,
disease, and death, and disseminate the results to the public, clinicians, health officials, and community
leaders. Resources from the Prevention Fund will support up to 17 Community Guide systematic reviews
in 2013, leading to increased implementation of evidence-based practices and policies and an increase in
the availability of relevant information to assist decision makers and practitioners in prioritizing
interventions for implementation. We will continue to make investments in surveys designed and
executed by the National Center for Health Statistics and provide local-level data to aid in decision
making about clinical and community changes to increase opportunities to prevent disease and injury. The
Health Statistics funding will support $2.5 million in FY 2012 and $2.5 million in FY 2013 to fully
implement electronic birth records in the 8 remaining states and jurisdictions. Lastly, we will use funds to
continue to learn more about what works to improve individual and population health.
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OVERVIEW OF PERFORMANCE

As the nation's prevention agency and a leader in improving public health around the world, CDC is
committed to protecting health and reducing the leading causes of death, disability and injury. CDC staff
work every day around the world to save lives, protect people, and save money through prevention. To
achieve maximum public health impact, CDC implements strategic, evidence-based efforts in science,
programs, policy and education, and ongoing data collection and monitoring. To prevent the leading
causes of death and disability and further CDC’s vision for a safer, healthier world, CDC focuses its work
on the following strategies:

e Ensure excellence in surveillance, epidemiology and laboratory services
e Strengthen support for state, tribal, local, and territorial public health
e Increase global health impact

e Use scientific and program expertise to advance policy change that promotes health

As we continue to expand and strengthen our collection and use of data, we gain greater knowledge and
insight about the extent of our biggest health problems, which populations are most affected by them, and
what we need to do to solve them. Information is power — and this power makes it possible for us to
implement programs that fulfill our promise to keep Americans healthy and our nation strong.

— Dr. Tom Frieden, Director, CDC

Performance in each of these areas and in all of CDC’s work is strengthened through rigorous and
ongoing performance metrics and the use of program evaluation data to monitor program effectiveness,
while ensuring progress is being made against performance targets. The accomplishments described
below highlight the importance of investing in public health, preventing disease, and protecting health.

HIGHLIGHTS OF AGENCY ACCOMPLISHMENTS

e Expanded detection of antiviral resistance in 20 U.S. public health laboratories by providing
equipment, reagents, and technical assistance in collaboration with the Association of Public
Health Laboratories.

e Provided tens of thousands of specimens from CDC’s extensive and unique collections to
researchers in the private sector, academic institutions, and programs for research that supports
development of new vaccines, diagnostic tests, and health interventions on diseases and
conditions such as HIV, SARS, Hantavirus, Legionnaire’s disease, and lead poisoning.

e Assigned 124 Public Health Associates to state, tribal, local, and territorial health agencies in FY
2011 as part of a two-year assignment aimed at training them for future public health-related
careers. These associates serve on the frontlines of public health providing screening services,
individual and community education, infectious disease investigation, and support for emergency
responses to outbreaks including foodborne diseases, seasonal diseases like influenza, and natural
disasters that put communities at high risk for diseases.

e Responded to major epidemics, including the 2010-2011 cholera outbreak in Haiti, as well as
ensured ongoing protection of health domestically through the response to 2,186 reports of illness
at U.S. ports of entry and distribution of 631 vials of lifesaving biologic medicines.
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Responded promptly to the largest epidemic of dengue ever recorded in Puerto Rico, managing
the disease surveillance system and training over 8,000 physicians in the diagnosis and
management of cases. CDC also responded to epidemics of yellow fever, plague and other vector-
borne pathogens in Africa, Asia and the Americas.

Improved prevention of mother-to-child transmission outcomes in select hospitals in Ethiopia’s
Oromia Region, increasing the percentage of infected mothers delivering in a medical setting
from 23 percent to 56 percent, and the percentage of infected partners being tested for HIV/AIDS
in from 13 percent to 51 percent.

Contributed to the vaccination of one billion children as a co-founder of the Measles Initiative,
and a reduction of 81 percent in global measles mortality in all ages from an estimated 733,000
deaths in 2000 to an estimated 139,000 deaths in 2010.

Expanded the National Healthcare Safety Network (NHSN) from 3,400 health care facilities in in
October 2010 to 5,000 as of November 2011. Approximately 260 hemodialysis facilities are now
enrolled in NHSN and approximately 270 long-term acute care facilities as of November 2011.
Demonstrated a 60 percent reduction of methicillin-resistant Staphylococcus aureus (MRSA) in
Veteran’s Administration (VA) facilities through a prevention initiative. Initially implemented as
a pilot project at the local level, it now has been adopted by regional and national programs.

Achieved rapid identification of cantaloupes as the source of the 2011 Listeria monocytogene
outbreak through CDC’s PulseNet. This was the deadliest foodborne disease outbreak in the
United States in nearly 90 years. Although 29 deaths resulted from the outbreak, the number of
deaths would have been higher had it not been for an effective, coordinated response by the CDC,
state and local health departments, and the Food and Drug Administration (FDA). Lives were
saved because the outbreak was detected, its source was identified, and a national warning was
issued — all in just a matter of days.

Conducted more than 2.8 million tests and newly diagnosed over 18,000 persons with HIV
infection from 2007-2010. Of the new positives, for which follow-up data were available, at least
91 percent received their test results, 75 percent were linked to medical care, and 83 percent were
referred to partner services.

Reached all state and local health departments and over 95 percent of local boards of health with
evidence-based recommendations from the Community Guide. Evidence from the Community
Guide recommendations on the effectiveness of health communications that include mass media
and health-related product distribution was used by the New York General Assembly when it
considered eliminating the media budget of the New York tobacco control program.

Demonstrated with most recent data (2009) the sustained impact of pneumococcal conjugate
vaccine (PCV?7) in reducing the risk of invasive bacterial diseases caused by vaccine serotypes by
99 percent in children targeted by vaccine, and by over 90 percent among older age groups
(greater than 18 years of age) who are protected by herd immunity.

Reached over one million people with the first 12 editions of CDC Vital Signs, which provides a
call to action each month concerning a single, important public health topic. Copies have been
distributed to state and local health departments, schools, and other public health partners.

AGENCY PERFORMANCE MANAGEMENT

CDC strives for continuous quality improvement through priority and goal setting, performance
measurement, and program evaluation. In recent years, CDC has established a performance management
system which is critical to the achievement of this cycle.
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CDC’s Quarterly Program Reviews (QPR) reflect a systematic process for monitoring program goals,
strategy, and progress through increased measurement of and communication between program leadership
and CDC senior leadership. The purpose of the QPR process is to set clear standards for performance and
monitor progress over time. Three primary questions frame the QPR process: What health outcomes are
programs focused on improving? How will programs accomplish their goals? How does CDC know that
progress is being made?

The process includes semi-annual written materials and formal meetings between program staff and CDC
senior leaders. QPR materials provide information on program goals, initiatives for accomplishing goals,
and indicators of progress for each CDC division. CDC’s QPR process yields useful information on a
regular basis that enables leadership and management to make timely decisions regarding program design
and allows for potential shifts in program strategy or resource allocation.

ALIGNMENT TO ADMINISTRATION PRIORITIES AND INITIATIVES

CDC is committed to supporting the national priorities set by the Administration. For example, CDC has
supported the implementation of the President’s National HIV/AIDS Strategy (NHAS) goals of reducing
the number of new HIV infections, increasing access to care for people living with HIV, and reducing
HIV-related health disparities through domestic HIV programs.

In alignment with the First Lady’s Let’s Move campaign to combat the childhood obesity epidemic and
the President’s Task Force on Childhood Obesity, CDC funds school health programs to improve food
and beverage options and increase physical activity.

In support of the National Prevention, Public Health, and Health Promotion Council (National Prevention
Council) chaired by the Surgeon General, CDC is helping to lead the implementation of the National
Prevention Strategy by providing technical and content expertise, participating in stakeholder
engagement, and assisting in the development and review of recommendations and actions.

CDC is a significant partner in The Million Hearts initiative, a national public-private initiative designed
to prevent one million heart attacks and strokes from January 2012 to January 2017. Million Hearts
represents the first time there will be a system-wide—governmental and non-governmental—commitment
to drastically improve cardiovascular disease prevention.

CDC also provides substantial support to Healthy People (HP) 2020. CDC is committed to the success of
the Healthy People process and to assisting in prioritizing and achieving HP 2020 goals and objectives, as
well as supplying the bulk of the data used to measure progress. Through engagement in the development
process and CDC’s integration of HP 2020 measures into our strategic and operational planning efforts,
CDC is strategically aligned with and responsive to the health objectives for the nation.

CDC also actively supports the HHS Action Plan to Reduce Racial and Ethnic Health Disparities by
helping to eliminate persistent health disparities in the leading causes of death and disability through
effective and scalable public health interventions through CDC-funded programs and related efforts,
including:

e National Tobacco Control Networks, which help advance the science and practice of tobacco
control related to specific populations in the United States; and

e The Motor Vehicle Injury Tribal Initiative, which has been expanded to include seven more tribes
to gain a more representative experience of the 564 federally recognized tribes in the United
States. CDC works with grantees to design, implement, and evaluate programs to reduce motor
vehicle-related injuries and deaths among members of their communities.

e The Minority HIVV/AIDS Research Initiative, which works directly with and in highly-affected
minority communities in research projects that engage study participants directly in HIV
education, prevention, testing and, if HIV-positive, linkage to care.
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Many of these areas of alignment are captured in the HHS Strategic Plan and the inaugural FY 2013 HHS
Performance Plan as well as three High Priority Performance Goals (HPG) in which CDC is a significant
partner. CDC owns nine measures in the 2010-2015 HHS Strategic Plan and 10 measures in the FY 2013
HHS Performance Plan. These are represented through the following: 1) transforming health care
coverage, cost, and quality outcomes; 2) strengthening public health surveillance and epidemiology; 3)
enhancing support of the public health infrastructure at the state, tribal, local, and territorial levels; 4)
addressing obesity through childhood nutrition, food labeling, and physical fitness; 5) protecting
Americans in public health emergencies; 6) increasing impact in global health; 7) preventing and
controlling use of tobacco; 8) enhancing food safety; and 9) mitigating and preventing infectious and
chronic diseases.

Building on CDC’s FY 2010-2011 completed High Priority Performance Goals, CDC plays a significant
role in three HPGs for FY 2012-2013: 1) preventing tobacco consumption, 2) reducing healthcare
associated infections, and 3) improving food safety in the United States. In partnership with other federal
agencies, CDC contributes its expertise in surveillance and promotion of evidence-based practices and
policies towards accomplishing these goals.
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CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2013 President's Budget
(Dollars in Thousands)

FY 2013
President's
FY 2013 Budget
FY 2011 FY 2012 President's +/-
Revised Budget Activity/Description Enacted Enacted Budget FY 2012
Immunization and Respiratory Diseases $748,257 $778,947 $721,129 ($57,818)
Immunization and Respiratory Diseases - BA $479,049 $576,083 $583,855 $7,772
Immunization and Respiratory Diseases - PHS Evaluation Transfer $12,864 $12,864 513,765 5901
Immunization and Respiratory Diseases - PPHF $100,000 $190,000 572,460 ($117,540)
Immunization and Respiratory Diseases - PHSSEF $156,344 S0 551,049 551,049
HIV/AIDS, Viral Hepatitis, STl and TB Prevention $1,115,995 $1,109,934 $1,145,678 $35,744
HIV/AIDS, Viral Hepatitis, STl and TB Prevention - BA $1,115,995 $1,099,934 $1,145,678 $45,744
HIV/AIDS, Viral Hepatitis, STl and TB Prevention - PPHF $0 $10,000 $0 ($10,000)
Emerging and Zoonotic Infectious Diseases $304,193 $304,226 $331,227 $27,001
Emerging and Zoonotic Infectious Diseases - BA $252,443 $252,476 $279,477 $27,001
Emerging and Zoonotic Infectious Diseases - PPHF $51,750 $51,750 $51,750 $0
Chronic Disease Prevention and Health Promotion $1,074,937 $1,183,427 $1,144,730 ($38,697)
Chronic Disease Prevention and Health Promotion - BA $773,987 $756,377 $608,019 ($148,358)
Chronic Disease Prevention and Health Promotion - PHS Eval S0 S0 $25,000 $25,000
Chronic Disease Prevention and Health Promotion - PPHF $300,950 $427,050 $511,711 $84,661
Birth Defects, Developmental Disabilities, Disability and Health $136,072 $137,287 $125,565 ($11,722)
Birth Defects, Developmental Disabilities, Disability and Health - BA $136,072 $137,287 $18,476 ($118,811)
Birth Defects, Developmental Disabilities, Disability and Health - PPHF $0 $0 $107,089 $107,089
Environmental Health $169,855 $139,998 $132,672 ($7,326)
Environmental Health - BA $134,855 $104,998 $103,672 ($1.326)
Environmental Health - PPHF $35,000 $35,000 $29,000 ($6,000)
Injury Prevention and Control $143,714 $137,693 $137,754 $61
Iniury Prevention and Control - BA $143,714 $137,693 $137,754 $61
Injury Prevention and Control - PPHF S0 S0 $0 $0
Public Health Scientific Services $467,564 $461,741 $505,069 $43,328
Public Health Scientific Services - BA $147,795 $143,972 $35,695 ($108,277)
Public Health Scientific Services - PHS Evaluation Transfer $247,769 $247,769 $379,374 $131,605
Public Health Scientific Services - PPHF $72,000 $70,000 $90,000 $20,000
Occupational Safety and Health $316,079 $292,588 $249,364 (843,224)
Occupational Safety and Health - BA $224,355 $181,864 S0 ($181,864)
Occupational Safety and Health - PHS Evaluation Transfer 591,724 $110,724 $249,364 $138,640
Global Health $340,265 $347,594 $362,889 $15,295
Public Health Preparedness and Response $1,415,416 $1,329,479 $1,275,136 ($54,343)
Public Health Preparedness and Response - BA $1,336,901 $1,299,479 $1,228,360 ($71,119)
Public Health Preparedness and Response - PPHF $10,000 $0 $0 $0
Public Health Preparedness and Response - PHSSEF $68,515 $30,000 $46,776 $16,776
Cross-Cutting Activities and Program Support $604,739 $659,113 $528,848 ($130,265)
Cross-Cutting Activities and Program Support - BA $563,539 $617,913 $487,648 ($130,265)
Cross-Cutting Activities and Program Support - PPHF $41,200 $41,200 $41,200 S0
Total CDC, Budget Authority - 55,648,970 $5,655,670 54,991,523 (5664,147)
Total CDC, (Budget Authority & PHS Evaluation Transfers) - $6,001,327 56,027,027 $5,659,026 ($368,001)
Program Level (includes BA, PHS Eval, PHSSEF & PPHF) - 56,837,086 56,882,027 56,660,061 (5221,966)
Agency for Toxic Substances and Disease Registry 576,638 576,215 576,300 585
Public Health and Social Services Emergency Fund (Transfer) (non-add) 5224,859 $30,000 597,825 567,825
Affordable Care Act- Prevention and Public Health Fund Transfer (non-add) $610,900 S$825,000 5903,210 578,210
Vaccines for Children * $3,952,677 $4,005,941 $4,271,015 $265,074
Energy Employees Occupational lliness Compensation Program Act (EEOICPA) $55,358 $55,358 $55,358 $0
World Trade Center (Mandatory) > $71,000 $174,354 $170,636 ($3,718)
PHS Evaluation Transfers (non-add) $352,357 $371,357 $667,503 $296,146
Other User Fees 52,226 52,226 $2,226 S0
Total, CDC/ATSDR Program Level - $10,994,985 $11,196,121 511,235 596 539,475

1. The FY 2011 level reflects actual obligations. The FY 2012 level represents the anticipated transfer from Medicaid and does not include $3.1 million in prior year recoveries and refunds, for
a total program level of $4,009.060 million. The FY 2013 level represents the anticipated transfer from Medicaid.

2. The FY 2011 level reflects the Federal government’s share of actual obligations. The FY 2012 and FY 2013 levels reflect the Federal government’s share of estimated obligations.
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APPROPRIATIONS LANGUAGE

CENTERS FOR DISEASE CONTROL AND PREVENTION
Immunization and Respiratory Diseases

For carrying out titles 11, 111, VI, XVII, and XXI, and section 2821 of the PHS Act, titles Il and IV of the
Immigration and Nationality Act, and section 501 of the Refugee Education Assistance Act, with respect
to immunization and respiratory diseases, $583,855,000[$579,375,000]: Provided, That in addition to
amounts provided herein, [$12,864,000]$13,765,000 shall be available from amounts available under
section 241 of the PHS Act to carry out the National Immunization Surveys.

HIV/AIDS, Viral Hepatitis, Sexually Transmitted Diseases, and Tuberculosis Prevention

For carrying out titles 11, 111, VII, XVII, XXIII, and XXVI of the PHS Act with respect to HIV/AIDS,
viral hepatitis, sexually transmitted diseases, and tuberculosis prevention,
$1,145,678,000[$1,105,995,000]: Provided, That Centers for Disease Control and Prevention and State
grant recipients may transfer up to ten percent of funds appropriated for Centers for Disease Control and
Prevention HIV/AIDS, sexually transmitted disease, hepatitis, and tuberculosis activities to address the
overlapping epidemics of these diseases by improving program collaboration and providing integrated
services in accordance with priorities identified by the Centers for Disease Control and Prevention:
Provided further, That with respect to the previous proviso, grantees shall submit a plan in writing to the
Centers for Disease Control and Prevention and obtain the approval of the Centers for Disease Control
and Prevention to transfer such funds.

Emerging and Zoonotic Infectious Diseases

For carrying out titles II, 11, VII, and XVII[,] and section 2821 of the PHS Act, titles Il and 1V of the
Immigration and Nationality Act, and section 501 of the Refugee Education Assistance Act, with respect
to emerging and zoonotic infectious diseases, $279,477,000[$253,919,000], of which $1,000,000 shall
remain available until expended to pay for the transportation, medical care, treatment, and other related
costs of persons quarantined or isolated under federal or state quarantine laws.

Chronic Disease Prevention and Health Promotion

For carrying out titles 11, 11, VII, XI, XV, XVII, and XIX of the PHS Act and Section 4201 of the Patient
Protection and Affordable Care Act, with respect to chronic disease prevention and health promotion,
$608,019,000[$760,700,000]: Provided, That in addition to the amounts provided herein, $25,000,000
shall be available from amounts available under section 241 of the PHS Act to carry out the Prevention
Research Centers: Provided further, That funds appropriated under this account may be available for
making grants under section 1509 of the PHS Act for [not less than]up to 21 States, tribes, or tribal
organizations.

Birth Defects, Developmental Disabilities, Disabilities and Health

For carrying out titles II, Ill, VII, XI, and XVII of the PHS Act with respect to birth defects,
developmental disabilities, disabilities and health, $18,476,000[$138,072,000].

Public Health Scientific Services

For carrying out titles Il and 111 of the PHS Act with respect to health statistics, surveillance, informatics,
and workforce development, $35,695,000[$144,795,000]: Provided, That in addition to amounts provided
herein, [$247,769,000] $379,374,000 shall be available from amounts available under section 241 of the
PHS Act to carry out Public Health Scientific Services.
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Environmental Health

For carrying out titles 11, 111, VII, and XVII of the PHS Act with respect to environmental health,
$103,672,000[$105,598,000].

Injury Prevention and Control

For carrying out titles 11, I11, VI, and XVII of the PHS Act with respect to injury prevention and control,
$137,754,000[$138,480,000]: Provided, That funds appropriated under this heading may be used to fund
evaluation, research and pilot programs for sexual violence prevention programs.

[National Institute for] Occupational Safety and Health

For carrying out titles I, 111, VII, and XVII of the PHS Act, sections 101, 102, 103, 201, 202, 203, 301,
501, and 514 of the Federal Mine Safety and Health Act, section 13 of the Mine Improvement and New
Emergency Response Act, and sections 20, 21, and 22 of the Occupational Safety and Health Act, with
respect to occupational safety and health, [$182,903,000: Provided, That in addition to amounts provided
herein, $110,724,000]$249,364,000 shall be available from amounts available under section 241 of the
PHS Act.

Energy Employees Occupational Il1lness Compensation Program

For necessary expenses to administer the Energy Employees Occupational Iliness Compensation Program
Act, $55,358,000, to remain available until expended[, of which $4,500,000 shall be for use by or in
support of the Advisory Board on Radiation and Worker Health (T"Board") to carry out its statutory
responsibilities, including obtaining audits, technical assistance, and other support from the Board's audit
contractor with regard to radiation dose estimation and reconstruction efforts, site profiles, procedures,
and review of Special Exposure Cohort petitions and evaluation reports]: Provided, That this amount shall
be available consistent with the provision regarding administrative expenses in section 151(b) of division
B, title I of Public Law 106-554.

Global Health

For carrying out titles 1, I, VII and XVII of the PHS Act with respect to global health,
$362,889,000[$349,547,000], of which [$118,023,000]$117,119,000 for international HIV/AIDS shall
remain available through September 30, [2013]2014: Provided, That funds may be used for purchase and
insurance of official motor vehicles in foreign countries.

Public Health Preparedness and Response

For carrying out titles 11, 11, VII, and XVII of the PHS Act with respect to public health preparedness and
response, and for expenses necessary to support activities related to countering potential biological,
nuclear, radiological, and chemical threats to civilian populations, $1,228,360,000[$1,306,906,000], of
which $439,444,000[$509,486,000] shall remain available until expended for the Strategic National
Stockpile under section 319F-2 of the PHS Act.

CDC-Wide Activities and Program Support

For carrying out titles 11, 111, VII, XVII and section 2821 of the PHS Act and for cross-cutting activities
and program support that supplement activities funded under the headings ~Immunization and
Respiratory Diseases"”, “"HIV/AIDS, Viral Hepatitis, Sexually Transmitted Diseases, and Tuberculosis
Prevention”, “"Emerging and Zoonotic Infectious Diseases”, ~~Chronic Disease Prevention and Health
Promotion", “'Birth Defects, Developmental Disabilities, Disabilities and Health", “Environmental
Health", ““Injury Prevention and Control", “[National Institute for ]JOccupational Safety and Health",
“Employees Occupational Illness Compensation Program Act”, “Global Health", ““Public Health
Preparedness and Response”, and ““Public Health Scientific Services", and for carrying out section 4001
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of the Patient Protection and Affordable Care Act, [$621,445,000]$487,648,000 of which [30,000,000]
$368,529,000 shall be available until September 30, [2013]2014, for business services, [of which
$25,000,000 shall be available until September 30, 2016, for equipment, construction and renovation of
facilities][, and of which $80,000,000 shall be for the Preventive Health and Health Services Block Grant
Program:] Provided, That paragraphs (1) through (3) of subsection (b) of section 2821 of the PHS Act
shall not apply to funds appropriated under this heading and in all other accounts of the Centers for
Disease Control and Prevention (referred to in this title as ~"CDC"): Provided further, That funds
appropriated under this heading and in all other accounts of CDC may be used to support the purchase,
hire, maintenance, and operation of aircraft for use and support of the activities of CDC: Provided further,
That employees of CDC or the Public Health Service, both civilian and commissioned officers, detailed to
States, municipalities, or other organizations under authority of section 214 of the PHS Act, or in overseas
assignments, shall be treated as non-Federal employees for reporting purposes only and shall not be
included within any personnel ceiling applicable to the Agency, Service, or HHS during the period of
detail or assignment: Provided further, That CDC may use up to $10,000 from amounts appropriated to
CDC in this Act for official reception and representation expenses when specifically approved by the
Director of CDC: Provided further, That in addition, such sums as may be derived from authorized user
fees, which shall be credited to the appropriation charged with the cost thereof: Provided further, That
with respect to the previous proviso, authorized user fees from the Vessel Sanitation Program shall be
available through [September 30, 2013]2014: Provided further, That of the funds made available under
this heading, up to $1,000 per eligible employee of CDC shall be made available until expended for
Individual Learning Accounts: [Provided further, That CDC may establish a Working Capital Fund, with
the authorities equivalent to those provided in 42 U.S.C. 231, to improve the provision of supplies and
service.] Provided further, That the Director may transfer funds between any of the accounts of CDC with
notification to the Committees on Appropriations of both Houses of Congress at least 15 days in advance
of any transfer: Provided further, That no such account shall be decreased by more than 3 percent by any
such transfer.
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Language Provision Explanation

HIV/AIDS, VIRAL HEPATITIS, SEXUALLY TRANSM

ITTED DISEASES, AND TUBERCULOSIS PREVENTION

Provided, That Centers for Disease Control and
Prevention and State grant recipients may transfer up
to ten percent of funds appropriated for Centers for
Disease Control and Prevention HIV/AIDS, sexually
transmitted  disease, hepatitis, and tuberculosis
activities to address the overlapping epidemics of these
diseases by improving program collaboration and
providing integrated services in accordance with
priorities identified by the Centers for Disease Control
and Prevention: Provided further, That with respect to
the previous proviso, grantees shall submit a plan in
writing to the Centers for Disease Control and
Prevention and obtain the approval of the Centers for
Disease Control and Prevention to transfer such funds.

CDC requests authority to allow CDC and grant
recipients to transfer up to 10 percent of funds across
HIV/AIDS, VH, STD, and TB prevention activities to
enhance program coordination and service integration
(PCSI) and strengthen collaborative work across
disease areas and integrate services that are provided
by related programs at the client level.

Because these disease conditions share many social,
environmental, behavioral, and biological determinants
and are often managed by the same or similar
organizations, public health efforts to prevent their
occurrence require a syndemic orientation. This
orientation provides a way of thinking about public
health work that focuses on connection among health
activities with other avenues for social change to foster
conditions in which all people can be healthy. This
allows grantees to provide services in a more
comprehensive manner.

PCSI is aimed at making small changes in the way
prevention services are delivered in order to make a
dramatic difference by reaching a larger population
with more services.

It can also improve efficiency, cost-effectiveness and
health outcomes.

EMERGING AND ZOONOTIC INFECTIOUS DISEASES

of which $1,000,000 shall remain available until
expended to pay for the transportation, medical care,
treatment, and other related costs of persons
quarantined or isolated under federal or state
quarantine laws.

The isolation and quarantine of travelers can occur
across fiscal years. This language gives CDC the
ability to pay the necessary expenses for any persons
quarantined by the Federal Government under Title 111
of the Public Health service Act should they be
quarantined during the crossover period between fiscal
years.

CHRONIC DISEASE PREVENTI

ON AND HEALTH PROMOTION

Provided, That in addition to the amounts provided
herein, $25,000,000 shall be available from amounts
available under section 241 of the PHS Act to carry out
the Prevention Research Centers

Language added to reflect the transfer of PHS
Evaluation funds (PHS Act 241) to fund the Prevention
Research Centers.

NATIONAL INSTITUTE FOR OCCUPATIONAL SAFETY AND HEALTH

[$182,903,000: Provided, That in addition to amounts
provided herein, $110,724,000]

This language was removed to reflect the fact that the
entire account is now funded from transfers available
from PHS Evaluation Funds (PHS Act 241)
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ENERGY EMPLOYEES OCCUPATIONAL ILLNESS COMPENSATION PROGRAM

[, of which $4,500,000 shall be for use by or in support
of the Advisory Board on Radiation and Worker Health
("’Board") to carry out its statutory responsibilities,
including obtaining audits, technical assistance, and
other support from the Board's audit contractor with
regard to radiation dose estimation and reconstruction
efforts, site profiles, procedures, and review of Special
Exposure Cohort petitions and evaluation reports]

This language was removed to make it consistent with
other HHS operating divisions’ appropriation language
sections.

CDC-WIDE ACTIVITIES AND PROGRAM SUPPORT

[of which $25,000,000 shall be available until
September 30, 2016, for equipment, construction and
renovation of facilities][, and of which $80,000,000
shall be for the Preventive Health and Health Services
Block Grant Program:]

This language authorizing and funding buildings and
facilities and the Preventive Health and Health Services
Block Grant Program was deleted due to their funding
elimination from the FY 2013 budget.

[Provided further, That CDC may establish a Working
Capital Fund, with the authorities equivalent to those
provided in 42 U.S.C. 231, to improve the provision of
supplies and service.]

This language establishing the working capital fund is
unnecessary to repeat in FY 2013, as the Working
Capital Fund is now authorized.

Provided further, That the Director may transfer funds
between any of the accounts of CDC with notification
to the Committees on Appropriations of both Houses of
Congress at least 15 days in advance of any transfer:
Provided further, That no such account shall be
decreased by more than 3 percent by any such transfer.

CDC requests this limited transfer authority in order to
improve the provision of services and activities
between accounts following congressional notification.
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AMOUNTS AVAILABLE FOR OBLIGATION

FY 2013 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

DISEASE, CONTROL, RESEARCH AND TRAINING

AMOUNTS AVAILABLE FOR OBLIGATION **°
FY 2013
FY 2011 FY 2012 President's Budget
Appropriation Enacted Request
Discretionary Appropriation:
Annual’ $5,660,291,000 $5,657,023,000 $4,991,523,000
HHS Secretary's Transfer ($11,320,582) ($1,353,000) $0
Subtotal, adjusted Appropriation $5,648,970,418 $5,655,670,000 $4,991,523,000
Mandatory and Other Appropriations:
Transfers from Other Accounts3 $611,218,500 $825,000,000 $903,210,000
Receipts from CRADA $2,378,193 $2,000,000 $2,000,000
Receipts from Royalties $1,486,697 $0 $0
Appropriation (EEOICPA) $55,358,000 $55,358,000 $55,358,000
Subtotal, adjusted Mandatory and Other Appropriations $670,441,390 $882,358,000 $960,568,000
Recovery of prior year Obligations $20,293,844 $0 $0
Unobligated balance start of year $283,198,327 ($193,193,284) ($193,193,284)
Unobligated balance expiring $3,341,028 $0 $0
Unobligated balance end of year $193,193,284 $193,193,284 $193,193,284

Total Obligations

$ 6,622,903,979

$ 6,538,028,000

$ 5,952,091,000

* Excludes Vaccine for Children.

% Excludes the following amounts for reimbursements: FY 2011 $575,000,000; FY 2012 $774,000,000 and FY 2013 $774,000,000

® Includes Health Reform
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SUMMARY OF CHANGES

FY 2013 BUDGET SUBMISSION

CENTERS FOR DISEASE CONTROL AND PREVENTION
SUMMARY OF CHANGES
(DOLLARS IN THOUSANDS)

Dollars FTEs
FY 2013 Budget (Program Level) $6,660,061 10,613
FY 2012 Enacted (Program Level) $6,882,027 10,623
Net Change $221,966 (10)
FY 2012 Appropriation Change from Base
FTE FTE

Increases:
Immunization & Respiratory Diseases
Influenza Planning and Response $158,775 $168
HIV/AIDS, Viral Hepatitis, STD, & TB Prevention
Domestic HIV/AIDS Prevention and Research $786,176 $40,231
Viral Hepatitis $29,672 $22
Sexually Transmitted Infections (STls) $153,788 $98
Emerging and Zoonotic Infectious Diseases
Food Safety $27,113 $16,735
National Healthcare Safety Network $14,840 $12,628
Quarantine $25,866 $63
Chronic Disease Prevention, Health Promotion, & Genomics
Tobacco Prevention and Control $191,077 $6,040
Oral Health $14,644 $9
Safe Motherhood and Infant Health $43,803 $45
Chronic Diseases Prevention and Health Promotion Grants N/A $138,699
Environmental Health
Environmental Health Lab $42,383 $11
Healthy Home and Community Environments $27,293 $23
Injury Prevention and Control
Injury Prevention and Control $137,693 $61
Public Health Scientific Services
Health Statistics $138,683 $23,150
Surveillance, Epi., and Informatics $217,129 $412
State/Local Efficiency and Sustainability $0 $20,000
Occupational Safety & Health
All Other Occupational Safety & Health $156,954 $686
Global Health
Global Immunization Program $160,287 $15,130
Other Global $187,307 $165
Public Health Preparedness & Response
CDC Preparedness and Response Capability $138,269 $8,730

Total Increases N/A $2,651,752 N/A $283,106
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FY 2013 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION

SUMMARY OF CHANGES (Cont.)
(DOLLARS IN THOUSANDS)

FY 2012 Appropriation Change from Base
FTE FTE
Decreases:
Immunization & Respiratory Diseases
Section 317 Immunization Program/Program Implementation and $620,172 -$57,986
HIV/AIDS, Viral Hepatitis, STD, & TB Prevention
Tuberculosis (TB) $140,298 -$4,607
Emerging and Zoonotic Infectious Diseases
Core Infectious Diseases $184,657 -$2,425
Chronic Disease Prevention, Health Promotion, & Genomics
Cancer Prevention and Control $348,304 -$4,440
Racial and Ethnic Approaches to Community Health (REACH) $53,940 -$53,940
Prevention Research Centers $27,900 -$2,900
Other ACA/PPHF $284,050 -$122,210
Birth Defect, Developmental Disabilities, Disability & Health
Birth Defects, Developmental Disabilities, Disability and Health - BA $137,287 -$11,722
Environmental Health
Environmental Health Activities $35,322 -$1,360
Environmental and Health Outcome Tracking Network (PPHF) $35,000 -$6,000
Public Health Scientific Services
Public Health Workforce Capacity - BA $35,929 -$234
Occupational Safety & Health
Educational and Research Centers $24,268 -$24,268
NORA - Ag. Sector $111,366 -$19,642
Public Health Preparedness & Response
State and Local Preparedness and Response Capability $657,418 -$15,501
Strategic National Stockpile $533,792 -$47,572
Cross-Cutting Activities and Program Support
Preventive Health and Health Services Block Grants $79,545 -$79,545
Other Cross Cutting Activities $538,368 -$50,720
Total Decreases N/A $3,977,894 N/A ($505,072)
Built-In:
1. Annualization of Jan - 2012 Pay Raise $1,379
2. FY 2013 Pay Increases $3,765
3. Changes in Day of Pay $3,826
4. Within-Grade Increases $0
5. Rental Payments to GSA and Others $538
Total Built-In 10,623 $6,862,027 (10) $9,508
1. Absorption of Current Services ($9.508)
Total ($9,508)
Total Increases (Program Level) 10,623 $6,862,027 (10) $292,614
Total Decreases (Program Level) N/A N/A 0 ($514,580)
NET CHANGE - L/HHS/ED Program Level 10,623 $6,862,027 (10) ($221,966)
Program Level Changes
1. Vaccines for Children $4,005,941 $265,074
2. World Trade Center $174,354 -$3,718
3. ATSDR $76,215 $85
Total - Program Level Net Increase 10,623 $4,005,941 (10) $261,441
NET CHANGE: BUDGET AUTHORITY & PROGRAM LEVEL 10,623 $10,867,968 (10) $39,475
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BUDGET AUTHORITY BY ACTIVITY

FY 2013 BUDGET SUBMISSION
CENTERS FOR DISEASE CONTROL AND PREVENTION
BUDGET AUTHORITY BY ACTIVITY (APT)
DOLLARS IN THOUSANDS

FY 2013
President's
FY 2013 Budget
FY 2011 FY 2012 President's +/-
Budget Activity/Description Enacted Enacted Budget FY 2012
Immunization and Respiratory Diseases - BA $479,049 $576,083 $583,855 $7,772
HIV/AIDS, Viral Hepatitis, STI and TB Prevention - BA $1,115,995 $1,099,934 | $1,145,678 $45,744
Emerging and Zoonotic Infectious Diseases - BA $252,443 $252,476 $279,477 $27,001
Chronic Disease Prevention and Health Promotion - BA $773,987 $756,377 $608,019 ($148,358)
Birth Defects, Developmental Disabilities, Disability
and Health - BA $136,072 $137,287 $18,476 ($118,811)
Environmental Health - BA $134,855 $104,998 $103,672 (%$1,326)
Injury Prevention and Control - BA $143,714 $137,693 $137,754 $61
Public Health Scientific Services - BA $147,795 $143,972 $35,695 ($108,277)
Occupational Safety and Health - BA $224,355 $181,864 $0 ($181,864)
Global Health - BA $340,265 $347,594 $362,889 $15,295
Public Health Preparedness and Response - BA $1,336,901 $1,299,479 | $1,228,360 ($71,119)
Cross-Cutting Activities and Program Support - BA $563,539 $617,913 $487,648 ($130,265)
Total CDC, Budget Authority - $5,648,970 $5,655,670 | $4,991,523 | ($664,147)
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AUTHORIZING LEGISLATION

FY 2012
Amount
Authorized

FY 2013
Presidents

Immunization and Respiratory
Diseases

Indefinite

$778.947

Indefinite

Budget

$721.129

PHSA §§ 301, 307, 310, 311, 317,
317(a), 317(j), 317(k), 317(1), 317(m),
317N, 3178, 319, 319C, 319E, 319F,
322, 325, 327, 340C, 352, 2102(a)(6),
2102(a)(7), 2125, 2126, 2127, 2821

Immigration and Nationality Act 8§ 212
(8 U.S.C. 1182),232 (8 U.S.C. 1222)

Social Security Act § 1928 (42 U.S.C.
1396s)

Pandemic and All-Hazards Preparedness
Act of 2006 (P.L. 109-417)

HIV/AIDS, Viral Hepatitis, STD,
and TB Prevention

Indefinite

$1,109.934

Indefinite

$1,145.678

PHSA §§ 301, 306, 307, 308, 310, 311,
317, 317E, 317N, 317P, 317T, 318,
318A, 318B, 322, 325, 327, 352, 1701,
1704, 2315, 2320, 2341,

Title Il of the Departments of Labor,
Health and Human Services, and
Education, and Related Agencies
Appropriations Act, 1995 (P.L. 103-333)

Section 212 of the Consolidated
Appropriations Act, 2012 (P.L. 112-74,
Division F)

Emerging  Zoonotic  Infectious

Diseases

Indefinite

$304.226

Indefinite

$331.227

PHSA §§ 301, 304, 307, 308(d), 310,
311, 317, 317P, 317R, 317§, 319, 319D,
319E, 319F, 319G, 321, 322, 325, 327,
352, 353, 361-369, 399G, 1102, 2821,
P.L.96-517;P.L. 111-5

Immigration and Nationality Act §§ 212,
232 (8 U.S.C. 1182,8 U.S.C. 1222)

Chronic Disease
Health Promotion

Prevention,

Indefinite

$1,183.427

Indefinite

$1,144.730

PHSA 8§ 301, 307, 310, 311, 317, 317D,
317H, 317K, 317L, 317M, 330E, 399B—
399D, 399E, 399W-399Z, 1501-1508,
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FY 2012 EY 2012 FY 2012 FY 2013

Dollars in Millions Amount Enacted Amount Presidents
Authorized Authorized Budget

1702, 1703, 1704, 1706

Fertility Clinic Success Rate And
Certification Act of 1992 (P.L. 102-493)

The Patient Protection and Affordable
Care Act of 2010, § 4201 (P.L. 111-148)

Comprehensive Smoking Education
Act of 1984, P.L. 98-474 (15 U.S.C.
1335(a) and 15 U.S.C. 1341)

Comprehensive Smokeless Tobacco
Health Education Act of 1986 (P.L.
99-252)

Birth Defects, Developmental
Disabilities, Disabilities & Health
PHSA 8§ 301, 304, 307, 308D, 310, 311,
317, 317C, 317J, 317K, 317L, 317Q,
327, 352, 399G, 399M, 399Q, 399S,
399T, 399AA, 399BB, 399CC,
1102,1108-1115

Environmental Health Indefinite $139.998 Indefinite $132.672

PHSA §§ 301, 307, 310, 311, 317, 317A,
3178, 3171, 327, 352, 361, 366, 1102;

Toxic Substances Control Act. The
Toxic

Substances Control Act, § 405(c) (15
U.S.C. 2685)

Injury Prevention and Control Indefinite $137.693 Indefinite $137.754

PHSA §§ 214, 215, 301, 304, 307, 308D,
310, 311, 317, 319, 319D, 327, 352, 391,
392, 393, 393A, 393B, 393C, 393D, 394,
394A, 399G, 399P, 1102;

Safety of Seniors Act of 2007 (P.L. 110-
202)

Traumatic Brain Injury Act of 2008 (P.L.
110-206)

Family Violence Prevention and
Services Act § 413 (42 U.S.C. 10418)

Indefinite $137.287 Indefinite $125.565

Public Health Scientific Services Indefinite $461.741 Indefinite $505.069

PHSA 8§ 241, 301, 304, 306, 307, 308,
317, 317G, 318, 319, 319A, 353, 391,
399V, 778, 1102, 2315, 2341, 2521,

P.L. 107-347, Title V (44 U.S.C. 3501

FY 2013 CONGRESSIONAL JUSTIFICATION
34



SUPPORTING EXHIBITS
AUTHORIZING LEGISLATION

FY 2012 EY 2012 FY 2012 FY 2013

Dollars in Millions Amount Enacted Amount Presidents
Authorized Authorized Budget

note)

Intelligence Reform and Terrorism
Prevention Act of 2004 § 7211 (P.L.
108-458)

Food, Conservation, And Energy Act of
2008 § 4403 (7 U.S.C. 5311a)

P.L. 101-445 § 5341 (7 U.S.C. 5341)

The Patient Protection and Affordable
Care Act of 2010 (P.L. 111-148)

Occupational Safety and Health Indefinite $292.588 Indefinite $249.364

PHSA §§ 301, 304, 306, 307, 308d, 310,
311, 317A, 317B, 319, 327, 352, 399G,
399M, 1102, 2695; Bayh-Dole Act of
1980 (P.L. 96-517)

Occupational Safety and Health Act of

1970 882022, P.L. 91-596 as amended
by PL 107-188 and 109-236 (29 U.S.C.
669-671)

Federal Mine Safety and Health Act of
1977, P.L. 91-173 as amended by P.L.
95-164 and P.L. 109-236 (30 U.S.C.
811-813, 842, 843-846, 861, 951-952,
957, 962, 963, 964)

Black Lung Benefits Reform Act of
1977 § 19, P.L. 95-239 (30 U.S.C. 902)

Bureau of Mine Act, as amended by P.L.
104-208 (30 U.S.C. 1 note, 3, 5)

Radiation Exposure Compensation Act,
88 6 and 12 (42 U.S.C. 2210 note)

Energy Employees Occupational IlIness
Compensation Program Act as amended
(42 U.S.C. 7384, et seq)

Floyd D. Spence National Defense
Authorization Act for Fiscal Year 2001
88 3611, 3612, 3623, 3624, 3625, 3626,
3633 of P.L. 106-398

National Defense Authorization Act for
Fiscal Year 2006, P.L. 109-163

Toxic Substances Control Act, P.L. 94-
469 as amended by 102-550, (15 U.S.C.
2682, 2685)

Ryan White HIVV/AIDS Treatment
Extension Act of 2009 § 2695, P.L. 111-
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FY 2012 EY 2012 FY 2012 FY 2013

Dollars in Millions Amount Enacted Amount Presidents
Authorized Authorized Budget

87 (42 U.S.C. 300ff-131)

James Zadroga 9/11 Health and
Compensation Act (2010), P.L.111-347

Global Health Indefinite $347.594 Indefinite $362.889

PHSA §§ 301, 304, 307, 310, 319, 327,
340C, 361-369, 2315, 2341,

Foreign Assistance Act of 1961 §§ 104,
627, 628; Federal Employee
International Organization Service Act §
3

International Health Research Act of
1960 8§ 5

Agriculture Trade Development and
Assistance Act of 1954 § 104;

Economy Act 38 (38 U.S.C. 707);

Foreign Employees Compensation
Program (22 U.S.C. 3968);

International Competition Requirement
Exception (41 U.S.C. 253);

The U.S. Leadership Against HIV/AIDS,
Tuberculosis, and Malaria Act of 2003
(P.L.108-25);

Tom Lantos and Henry J. Hyde United
States Global Leadership Against
HIV/AIDS, Tuberculosis, and Malaria
Reauthorization Act (P.L.110-293);

Consolidated Appropriations Act, 2012

(P.L. 112-74)
public Health Preparedness and Indefinite | $1,329.479 Indefinite $1,275.136
esponse
PHSA §§ 301, 307, 311, 317, 319,
319C-1, 319D, 319F, 319F-2, 319G,
351A, 352, 369
g&;gﬁ'de Activities and Program Indefinite |  $659.113 Indefinite $528.848
PHSA §5 301, 304, 306, 307, 308, 308D,
310, 311, 317, 317F, 319, 319A, 319D,
321 322, 325, 327, 352, 361-369, 391,
399G, 1102, 2821
Total Appropriation $6,882.027 $6,660.061
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CENTERS FOR DISEASE CONTROL AND PREVENTION!

APPROPRIATION HISTORY TABLE
DISEASE CONTROL, RESEARCH, AND TRAINING

Fiscal Year Budget Estimate to House Senate Appropriation
Congress Allowance Allowance

2004 2 4,157,330,000 4,538,689,000 4,494,496,000 4,367,165,000
2005 22 4,213,553,000 4,228,778,000 4,538,592,000 4,533,911,000
2005 Labor/HHS Reduction® -- -- -- (1,944,000)
2005 Rescission -- -- -- (36,256,000)
2005 Supplemental -- -- -- 15,000,000
2006 > * 3,910,963,000 5,945,991,000 6,064,115,000 5,884,934,000
2006 Rescission -- -- -- (58,848,000)
2006 Suplemental ® -- -- -- 275,000,000
2006 Supplemental -- -- -- 218,000,000
2006 Section 202 Transfer to CMS -- -- -- (4,002,000)
200747 5,783,205,000 6,073,503,000 6,095,900,000 5,736,913,000
2008* 5,741,651,000 6,138,253,000 6,156,169,000 6,156,541,000
2008 Rescission * - - - (106,567,000)
2009 5,618,009,000 6,202,631,000 6,313,674,000 6,283,350,000
2009 American Reinvestment & Recovery Act 8 300,000,000
2009 H1N1 Influenza Supplemental, HHS ° 473,000,000 - - 473,000,000
2010 H1N1 Influenza Supplemental, CDC ° 200,000,000 - - 200,000,000
2010 Public Health Prevention Fund * - - - 191,800,000
2010 6,312,608,000 6,313,032,000 6,733,377,000 6,390,387,000
2011 6,265,806,000 - 6,527,235,000 5,648,970,000
2011 Public Health Prevention Fund 610,900,000 - - 610,900,000
2012 5,817,412,000 - 5,765,915,000 5,655,670,000
2012 Public Health Prevention Fund 752,500,000 - 848,000,000 825,000,000
2013 4,991,523,000 - - -
2013 Public Health Prevention Fund 903,210,000 -- -- --

! Does not include funding for ATSDR

2FY 2004, FY 2005, FY 2006, funding levels for the Estimate reflect the Proposed Law for Immunization.

# FY 2005 includes a one time supplemental of $15,000,000 for avian influenza through the Emergency Supplemental Appropriations Act for
Defense, the Global War on Terror, and Tsunami Relief, 2005.

* Beginning in FY 2006, Terrorism funds are directly appropriated to CDC instead of being appropriated to the Public Health and Social Service
Emergency Fund (PHSSEF). As a result, FY 2006 House, Senate, and Appropriation totals include Terrorism funds. Terrorism funding is

included in CDC Appropriation after 2006.

® FY 2006 includes a one-time supplemental of $275 million for pandemic influenza and World Trade Center activities through P.L.109-141,
Department of Defense Emergeny Supplemental Appropriations to Address Hurricanes in the Gulf of Mexico, and Pandemic Influenza Act, 2006

® FY 2006 includes a one time supplemental of $218 million for pandemic influenza, mining safety, and mosquito abatement through P.L. 109-
234, Emergency Supplemental Appropriations Act for Defense, the Global War on Terror, and Hurricane Recovery, 2006.

" The FY 2007 appropriation amount listed is the FY 2007 estimated CR level based on a year long Continuing Resolution.

8 FY 2009 Appropriation amount displays $300M Section 317 funds for American Reinvestment & Recovery Act (P.L. 111-5)

°® FY 2009 HIN1 influenza supplemental, Supplemental Appropriations Act, 2009 (P.L. 111-32). $473M transferred from HHS's Public Health

and Social Services Emergency Fund to CDC; $200M directly appropriated to CDC.

°The Affordable Care Act passed on March 23, 2010, after the FY 2010 appropriation. Therefore, CDC did not request Prevention and Public
Health (PPH) funds from Congress, but from HHS. The amounts here reflect CDC's request and final amount alloted from the PPH Fund to CDC

from HHS.
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Program

(dollars in millions)

Last Year Of
Authorization

Authorization

Level

SUPPORTING EXHIBITS

APPROPRIATIONS NOT AUTHORIZED By LAw

APPROPRIATIONS NOT AUTHORIZED BY LAW

Appropriations In
Last Year Of
Authorization

Appropriations In
FY 2012

Sexually Transmitted FY 1998 Such Sums. .. $113.671 $153.788
Diseases Grants

WISEWOMAN FY 2003 Such Sums... $12.419 $20.745
National Center for

Health Statistics FY 2003 Such Sums... $125.899 $138.683
Safe

Motherhood/Infant FY 2005 Such Sums... $44.738 $43.803
Health Promotion

Oral Health FY 2005 Such Sums. .. $11.204 $14.644
Promotion

Asthma Prevention FY 2005 Such Sums... $32.422 $25.298
Lead Poisoning FY 2005 Such Sums. .. $36.474 $1.995
Prevention

Injury Prevention and FY 2005 Such Sums. .. $138.237 $137.693
Control

Strategic National FY 2006 Such Sums. .. $524.700 $533.792
Stockpile

Birth Defects,

Developmental

Disability, Disability FY 2007 Such Sums... $122.242 $137.287
and Health
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NARRATIVE BY ACTIVITY
IMMUNIZATION AND RESPIRATORY DISEASES

BUDGET REQUEST

IMMUNIZATION AND RESPIRATORY DISEASES

N FY 2011 FY 2012 FY 2013 FY 2013 +/-
(dollars in millions) - President’s

Appropriation Enacted Budget FY 2012
Budget Authority $479.049 $576.083 $583.855 +$7.772
PHS Evaluation Transfer $12.864 $12.864 $13.765 +$0.901
PHSSEF Transfer $156.344 $0.000 $51.049 +$51.049
ACA/PPHF $100.000 $190.000 $72.460 -$117.540
Total $748.257 $778.947 $721.129 -$57.818
FTEs 669 666 666 0

Authorizing Legislation: PHSA 8§ 301, 307, 310, 311, 317, 317(a), 317(j), 317(k), 317(l), 317(m),
317N, 317S, 319, 319C, 319E, 319F, 322, 325, 327, 340C, 352, 2102(a)(6), 2102(a)(7), 2125, 2126,
2127, 2821; Immigration and Nationality Act 8§ 212 (8 U.S.C. 1182), 232 (8 U.S.C. 1222); Social
Security Act § 1928 (42 U.S.C. 1396s); Pandemic and All-Hazards Preparedness Act of 2006 (P.L. 109-
417)

FY 2013 AULNOKIZAtioN. .. ... e e Expired/Indefinite

Allocation Methods: Direct Federal/Intramural; Competitive Cooperative Agreements/Grants, including
Formula Grants; Contracts; and Other

SUMMARY

CDC's FY 2013 request of $721,129,000 for immunization and respiratory diseases, including
$72,460,000 from the Affordable Care Act Prevention and Public Health Fund, $51,049,000 from the
Public Health and Social Services Emergency Fund, and $13,765,000 in PHS Evaluation resources, is an
overall decrease of $57,818,000 below the FY 2012 level. The FY 2013 request includes a decrease of
$57,986,000 for the Section 317 Immunization Program.

(dollars in millions)

FY 2011

Appropriation

FY 2012
Enacted

FY 2013

President’s

Budget

FY 2013 +/-
FY 2012

Section 317 Immunization $425.571 $367.870 $426.839 +$58.969
Program Implementation $63.005 $62.302 $62.887 +$0.585

PHS Eval Transfer (non-add) $12.864 $12.864 $13.765 +$0.901
Influenza Planning and Response $159.681 $158.775 $158.943 +$0.168

PHSSEF Transfer (non-add) $156.344 $0.000 $51.049 +$51.049
ACA/PPHF $100.000 $190.000 $72.460 -$117.540
Total $748.257 $778.947 $721.129 -$57.818

CDC focuses on the prevention of disease, disability, and death of children, adolescents, and adults
through immunization and by control of respiratory and related diseases. Childhood vaccination coverage
rates are at near record high levels, and as a result, cases of most vaccine-preventable diseases in the
United States are at or near record lows. Maintaining and enhancing high vaccination coverage is critical
for preventing recurrent epidemics of diseases that could result in preventable illness, disability, and
death. For example, the over 200 measles cases in 2011 that were primarily import-related and the
outbreaks of pertussis in the United States serve as reminders that we must maintain high coverage rates
in order to keep disease rates low. In addition, acute respiratory infections are a critical public health,
humanitarian, and security concern. CDC provides technical expertise in implementing immunization
programs; preparedness planning for pandemic influenza; and epidemiology and laboratory capacity to
detect, prevent, and respond to vaccine-preventable, respiratory, and related infectious disease threats.
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e CDC administers the two primary federal programs that support immunization for the
underinsured and uninsured populations in the United States—the discretionary Section 317
Immunization Program and the mandatory Vaccines for Children (VFC) Program.

e CDC ensures a safe and effective vaccine delivery system by providing core support for state and
local program operations and infrastructure via Section 317 funding. This infrastructure is critical
to support successful VFC Program implementation.

e CDC invests in disease surveillance, laboratory capacity, and scientific studies to evaluate
vaccine effectiveness and program impact to provide essential information to inform the nation’s
immunization policies and programs.

e (CDC is the nation’s lead public health agency for maintaining a safe, effective vaccine supply for
all children, adolescents, and adults in the United States by monitoring vaccine safety and
conducting research to address gaps in scientific knowledge about vaccine-associated adverse
events.

e (CDC’s public health surveillance, laboratory infrastructure, and response capacity protect against
existing and emerging respiratory diseases, including influenza and pneumonia, that threaten the
health and safety of every person in the country.

Through these investments, CDC aims to prevent vaccine-preventable diseases by assuring high
immunization coverage levels, and to control respiratory and related diseases such as influenza.

FUNDING HISTORY?

Section 317 Immunization

Fiscal Year . Do!la_rs
(in millions)

2003 $502.765

2004 $468.789

2005 $493.032

2006 $517.199

2007 $512.804

2008 $527.359

2009 $557.359

2009 (ARRA) $300.000
2010 $561.459

2011 $488.576

2011 (ACA/PPHF) $100.000
2012 $430.172

2012 (ACA/PPHF) $190.000

Immunization and Respiratory Diseases

Fiscal Year . Do!la_rs
(in millions)

2008 $684.634

2009° $716.048

2010 $721.180

2011 $648.257

2011 (ACA/PPHF) $100.000
2012 $588.947
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Immunization and Respiratory Diseases

Dollars
(in millions)
$190.000

Fiscal Year
2012 (ACA/PPHF)

1Funding levels prior to FY 2010 have not been made comparable to the budget realignment.
2Amount does not include $200,000,000 for Pandemic Influenza from the Public Health and Social Services Emergency Fund.

The table below reflects the sources of VFC funding and estimates of total VFC obligations. The FY 2013
estimate is a net increase of $261,955,000 above the FY 2012 estimate. The FY 2013 estimate includes an
increase for vaccine purchase and a decrease for vaccine management business improvement plan
contractual support. The increase in vaccine purchase is based on price and forecast changes for vaccines.

VFC FY 2011 Actual FY 2012 Estimate FY 2013 Estimate
Forward/Recoveries ™ $3M N/A
g&gexpendlture Transfer from $3.937M $4.006M $4271M
Total VFC Obligations $3,953M $4,000M $4,271M

Ynry 2011, total VFC obligations did not equal total available resources.

2Unobligated balances were returned to the Centers for Medicare & Medicaid Services (CMS). Amount reflects prior year recoveries and refunds.
The FY 2013 net increase of estimated total obligations, inclusive of prior year recoveries and refunds brought into FY 2012, totals
$261,955,000; the FY 2013 net increase of the non-expenditure transfer from CMS, exclusive of prior year recoveries and refunds brought into
FY 2012, totals $265,074,280.

SECTION 317 IMMUNIZATION PROGRAM AND PROGRAM IMPLEMENTATION AND
ACCOUNTABILITY BUDGET REQUEST

FY 2013

(dollars in millions) FY 2011 FY 2012 President’s FY 2013 +/-
Appropriation Enacted FY 2012
Budget
Budget Authority $475.712 $417.308 $475.961 +$58.653
PHS Evaluation Transfer $12.864 $12.864 $13.765 +$0.901
ACA/PPHF $100.000 $190.000 $72.460 -$117.540
Total $588.576 $620.172 $562.186 -$57.986

Program Overview: The Section 317 Immunization Program aims to improve access to immunization
services by funding the purchase and delivery of wvaccines to vulnerable populations, including
underinsured children and adolescents, underinsured and uninsured adults, and special populations at high
risk for vaccine-preventable diseases. Section 317 provides evidence-based recommendations, technical
assistance, capacity-building, and infrastructure support for 64 grantees, including the 50 states, six large
cities (including Washington, D.C.), and eight territories and former territories to implement
immunization programs.

The passage and implementation of the Affordable Care Act (ACA) includes new prevention provisions
that create health insurance reforms. Since September 23, 2010, new health plans are required to cover
recommended preventive services without charging a deductible, copayment, or coinsurance. This reform
includes coverage of vaccines recommended by the Advisory Committee on Immunization Practices
(ACIP) when these services are provided by an in-network provider. In 2011, HHS estimated that 41
million people enrolled in new health plans benefitted from these new prevention provisions. This
estimate is expected to increase to 88 million by 2013. As health reform expands prevention services, the
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size of the uninsured and underinsured populations served by Section 317 is expected to be reduced and
cost savings to Section 317 Vaccine Purchase are likely to occur. Savings will also be realized from
Section 317 billing projects that will fund additional state and local health department clinics to develop
the capacity to bill health insurance plans for services provided to insured members. These savings will be
used by states to increase outreach to at-risk populations with unmet needs, as prioritized by each state.

A strong public health infrastructure is vital to ensuring high vaccination coverage levels and low
incidence of vaccine-preventable diseases, as well as maintaining adequate public health preparedness for
response to a vaccine-preventable national emergency, such as a pandemic or biologic attack. Regardless
of whether a vaccine is publically or privately purchased, public health at the federal, state, and local
levels plays a critical role in ensuring a safe and effective national immunization system. Ongoing safety
monitoring, vaccine effectiveness studies, and coverage assessments help to ensure maximum impact of
immunization policies, programs, and investments.

CDC’s post-licensure immunization safety activities include: monitoring adverse events following
immunization, evaluating adverse events that result in a safety concern to assess the possibility of causal
association with immunization, assessing risk factors for specific adverse events, and communicating
vaccine risks and benefits to health care providers and the public. A robust and transparent immunization
safety monitoring and research system must exist to ensure safe and effective vaccines and maintain
public confidence in immunizations.

Recent accomplishments:

e Documented increases in adolescent vaccination coverage rates through the National
Immunization Survey-Teen. Vaccination coverage among adolescents aged 13 through 15 years
increased for all three of the routinely administered adolescent vaccines from 2009 to 2010:
Tetanus, Diphtheria, Pertussis (Tdap) from 62 percent to 74 percent; meningococcal conjugate
vaccine (MCV) from 55 percent to 65 percent; and for girls who received at least one dose of
human papillomavirus (HPV) vaccine from 41 percent to 46 percent.

e Enhanced interoperability of Electronic Health Records (EHRs) and Immunization Information
Systems (11S) by funding 20 Section 317 immunization grantees with Health Information
Technology for Economic and Clinical Health (HITECH) and American Recovery and
Reinvestment Act (ARRA) funds, which allowed more than 80 percent of grantees to reach full
compliance with Health Level Seven (HL7) messaging standards for immunization data
transactions. HL7 messaging standards are recommended by the National Vaccine Advisory
Committee as one of the core IIS functions or minimum functional standards for data exchange.

e Documented that in the 2007-2009 timeframe, after introduction of rotavirus vaccine in 2006,
there was a reduction of nearly 65,000 hospitalizations from diarrhea and direct medical savings
of approximately $280 million. The sustained declines in diarrhea hospitalizations and costs
reaffirm the benefits of the U.S. rotavirus vaccination program.

e Provided critical scientific evidence that informed the ACIP's new adolescent recommendation
for a booster dose of meningococcal conjugate vaccine (MCV4) at age 16 to assure protection
through the high-risk college years. CDC's vaccine effectiveness study demonstrated declining
effectiveness of MCV4 within three years of vaccination.

e Assessed a potential safety concern regarding increased risk of febrile seizures in young children
associated with the 2010-2011 trivalent inactivated influenza vaccine; preliminary findings of
this rapid assessment were presented at the February 2011 ACIP meeting for discussion and
consideration of next steps.

Budget Proposal: CDC’s FY 2013 request of $562,186,000 for the Section 317 Immunization Program
and immunization program implementation and accountability, including $72,460,000 from the
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Affordable Care Act Prevention and Public Health Fund and $13,765,000 in PHS Evaluation resources, is
an overall decrease of $57,986,000 below the FY 2012 level. This represents reductions from one-time
investments supported by the Prevention and Public Health Fund (PPHF). The FY 2013 budget request
will continue to provide vaccine purchase for at-need populations, immunization program operations—
including support for implementing billing systems for immunization services at public health clinics to
sustain high levels of vaccine coverage, and support for the scientific evidence base informing
immunization policies. Health reform expansion will further increase access to immunizations and
decrease the number of uninsured and underinsured individuals served by the Section 317 Program,
resulting in cost savings. FY 2011 and FY 2012 funding supported activities to assist with the transition
to full implementation of the health insurance reforms, such as IS and adult immunization. FY 2013
PPHF funding includes $25,000,000 to continue progress with public health departments directly billing
insurers for immunization services. The FY 2013 request also includes an increase of $901,000 in PHS
Evaluation resources for the National Immunization Survey.

In FY 2013, CDC will;

e Support immunization for priority populations served in non-traditional venues, such as
pharmacies and retail-based clinics where providers can appropriately bill insurers.

e Expand the billables program to allow public health departments to have the capacity to bill
private insurers for immunization services. This will help public health departments in
transitioning to health reform by 2014.

e Continue to provide funding and technical assistance to immunization grantees to develop,
enhance, and maintain IS capable of identifying individuals in need of immunization, measuring
vaccination coverage rates, producing reminder and recall notices, and interfacing with EHRs.

e Increase national public awareness and provider knowledge about vaccine-preventable diseases
and immunization recommendations using an array of media and culturally appropriate tools and
resources to support informed decision-making about vaccination.

e Improve methods to assess vaccination coverage levels across the lifespan to identify groups at
risk of vaccine-preventable diseases, monitor racial and ethnic disparities in vaccine coverage,
evaluate the effectiveness of programs designed to increase coverage levels, monitor uptake of
new vaccines, assess differential impact of vaccine shortages, measure performance by various
types of providers, and provide greater understanding of socio-demographic and attitudinal
factors associated with vaccination.

e Strengthen the scientific evidence base for the nation's immunization policies and programs
through investments in disease surveillance, laboratory capacity, outbreak response, and scientific
studies to evaluate vaccine effectiveness and program impact.

e Continue to ensure a safe immunization program through the implementation of CDC’s vaccine
safety priority studies, strengthening vaccine safety surveillance capacity for rare, immunization-
associated vaccine adverse events, improvement of adverse-event reporting through electronic
reporting, and the development of vaccine safety profiles for each newly licensed vaccine in
collaboration with the Food and Drug Administration (FDA) to support FDA’s mandates.

Section 317 Immunization Grant Table *?

(dollars in millions) FY 2011 FY 2012 [y 2013
Appropriation Enacted President’s Budget
Number of Awards 64 64 64
Average Award $7.477 $8.032 $7.188
Range of Awards $0.404-$54.582 $0.484-$63.099 $0.433-$56.457
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(dollars in millions) FY 2011 FY 2012 FY 2013
Appropriation Enacted President’s Budget
Number of New Awards 0 0 0
Number of Continuing 64 64 64
Awards

“This table includes Section 317 budget authority and Prevention and Public Health Funds.
%Includes immunization operations grants and vaccine direct assistance.

INFLUENZA PLANNING AND RESPONSE BUDGET REQUEST

(dollars in millions) FY 2011 Frooe il FY 20
Appropriation Enacted Budaet FY 2012
... budget

Budget Authority $3.337 $158.775 $107.894 -$50.881
PHSSEF Transfer $156.344 $0.000 $51.049 +$51.049
Total $159.681 $158.775 $158.943 +$0.168

Program Overview: Seasonal influenza remains a formidable public health challenge due to the
substantial health and economic burden throughout the world and the potential for rapid emergence and
spread of new influenza virus strains. Influenza seasons are unpredictable in timing and severity. Over a
period of 30 years, between 1976 and 2006, annual estimates of influenza-associated deaths in the United
States range from a low of about 3,000 to a high of about 49,000 people, with an average of more than
200,000 hospitalizations per year. A study published in 2007 estimated that seasonal influenza
contributed an estimated $10.4 billion annually in direct medical costs in the United States."

The 2009 HIN1 influenza pandemic demonstrated that threats of pandemics from novel influenza viruses
against which few people have natural immunity represent a critical on-going public health hazard. The
United States was fortunate in 2009. Systems in the United States and substantial international
investments in influenza surveillance and diagnostics, put in place largely with U.S. Government funding,
discovered the disease and identified the virus quickly, produced an effective vaccine in record time, and
made antiviral medications widely available. Public health measures substantially mitigated the health
impact of the pandemic, particularly among those younger than 65 years of age, including pregnant
women. The United States was also fortunate that many older adults had existing immunity to the virus.
However, influenza viruses are constantly evolving, and the next pandemic could present more serious
challenges and could occur at any time.

CDC maintains a wide, diverse network that supports core capabilities to protect the public from
influenza, including international partners, policymakers, tribal leaders, state and local health
departments, the medical community, private sector partners, academic institutions, and other parts of the
federal government. The program supports influenza prevention and control in all U.S. states, the Global
Influenza Surveillance and Response System, the United Nations Global Initiative to Combat Avian
Influenza, and the Global Initiative on Sharing All Influenza Data. Funding supports activities in CDC’s
global health, public health scientific services, vaccine coverage and safety monitoring, vaccine
distribution, health care surge planning, and quarantine programs.

"Molinari NA, Ortega-Sanchez IR, Messonnier ML, Thompson WW, Wortley PM, Weintraub E, et al. “The Annual Impact of Seasonal Influenza
in the US: Measuring Disease Burden and Costs”. Vaccine 2007 Jun 28;25(27):5086-96. Epub 2007 Apr 20.
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CDC works to improve influenza prevention, control, monitoring, and response by developing and
deploying vaccines to prevent disease and antiviral medications to treat illness, using its surveillance and
laboratory capabilities to determine which viruses pose a pandemic threat, what viruses are causing
disease, and the effectiveness of these interventions. CDC evaluates interventions and educates health
care providers and the public to improve acceptance of public health interventions. The impact of CDC's
focus on influenza to build generic international health capacity is substantial. Globally, public health is
applying these influenza accomplishments to support diagnosis, response, and surveillance for other
infectious diseases, as well as disaster events. For example, in building capacity for influenza, CDC has
helped develop capacity and technical competence in the same laboratories that have also been activated
to support work during Ebola outbreaks and anthrax diagnoses.

Recent accomplishments:

e Data from surveys with pregnant women have shown that the most significant motivator for
women to be vaccinated against influenza is the recommendation and offer of vaccine by their
obstetricians. During the 2009 H1IN1 pandemic, CDC worked closely with professional obstetric
provider groups to encourage vaccination of pregnant women. As a result, vaccination among
pregnant women increased from less than 15 percent before the pandemic to nearly 50 percent
during the 2009-2010 (pandemic) season, and these gains were sustained during the 2010-2011
season. During the 2011-2012 influenza season, CDC is building on this successful effort by
continuing to work with these professional organizations with the goal of making influenza
vaccination a part of routine obstetric care.

e Utilized new systems during the 2010-2011 and 2011-2012 influenza seasons to monitor vaccine
coverage. These systems have allowed public information about vaccine knowledge and coverage
among the U.S. population to be shared in early December—earlier than information has been
available in past seasons—resulting in opportunities for increased awareness in local areas and
with important groups such as pregnant women and health care personnel.

e Distributed influenza test reagents to record numbers of state public health laboratories,
Department of Defense laboratories, and over 100 National Influenza Centers globally during the
2011-2012 influenza season in the Northern and Southern Hemispheres to monitor influenza
disease, develop new vaccine candidates, and detect emerging influenza viruses with pandemic
potential.

e Enhanced preparedness and response capabilities globally through activities in more than 40
countries, including cooperative agreements with in-country and international partners, intramural
research, and technical support. Assessment and review tools show that significant improvements
from 2008-2010 continue for 2011 for critical capabilities such as clinical management guidance,
resource management for antiviral treatment and personal protective equipment, and
communicating surveillance information. Assessment and review tools include: the International
Influenza Laboratory Capacity Review Tool, the International Influenza Surveillance Assessment
Tool, and the National Inventory of Core Capabilities for Pandemic Influenza Preparedness and
Response which will be formally reported next in FY 2012.

Budget Proposal: CDC’s FY 2013 request of $158,943,000 for influenza planning and response,
including $51,049,000 from the Public Health and Social Services Emergency Fund, is an increase of
$168,000 above the FY 2012 level.

Influenza Prevention and Response to Outbreaks
In FY 2013, CDC will:

FY 2013 CONGRESSIONAL JUSTIFICATION
46



NARRATIVE BY ACTIVITY
IMMUNIZATION AND RESPIRATORY DISEASES
BUDGET REQUEST

Continue promotion of the 2010-2011 ACIP influenza season recommendation that every
American six months and older be vaccinated. Vaccination is the primary means of preventing
influenza.

Determine optimal vaccine strategies that incorporate new vaccine approaches.

Promote vaccination through traditional primary care settings and clinics, while expanding
support for school-located vaccination activities. CDC will continue special efforts to reach high-
risk individuals, such as pregnant women, and provide further outreach to subspecialty medical
providers to increase vaccination of persons at especially high risk of severe illness or death from
influenza.

Extend the reach of vaccination by working with partners to promote non-traditional venues as
vaccination sites. CDC is accomplishing this through initiatives with non-traditional vaccine
providers, such as retail pharmacies and other commercial sites, to extend the efforts of clinicians
and to increase access to vaccine services outside of typical clinic hours.

Capitalize on the progress made since FY 2010 in increasing influenza vaccination among
vulnerable and special populations, including expanded efforts to increase influenza vaccination
among minority populations. In addition, CDC will work to capitalize on influenza vaccination
efforts and systems to improve the coverage of recommended vaccines for other diseases.

Improve U.S. health security by providing support to other countries and international partners to
expand influenza immunization globally in conjunction with increased global vaccine production
capacity and supply.

Refine and implement recommended interventions and countermeasures in addition to vaccines
and antiviral medications to protect individuals from influenza, such as promoting hand washing
and covering coughs and sneezes. Interventions and countermeasures for an influenza pandemic
also could include promoting social distancing when one is sick with influenza-like symptoms,
and developing a nationwide system of nurse triage/call centers to reduce burden on hospitals,
health care facilities, and public health facilities.

Sustain the nation’s ability to respond to influenza pandemics by ensuring that well-trained staff
are in place for pandemic response, and by providing technical assistance where feasible to help
CDC’s Public Health Emergency Preparedness (PHEP) Cooperative Agreement and HHS’
Hospital Preparedness Program (HPP) Cooperative Agreement grantees meet all hazard
requirements of the Pandemic and All Hazards Preparedness Act.

Detection and Monitoring of Influenza
In FY 2013, CDC will:

Improve CDC's ability as a World Health Organization (WHQO) Collaborating Center to rapidly
detect, identify, and characterize emerging influenza viruses so that seed strains used to produce
vaccines for seasonal and novel viruses can be selected rapidly and with precision. A crucial
ingredient of effective influenza control is to shorten the interval between the identification of
novel influenza viruses and the delivery of effective vaccines. CDC will accomplish this by:

o Improving the use of new diagnostics at public health laboratories;

o Working with the FDA to bring new point-of-care influenza virus detection tests to clinician
offices; and

o Promoting use of national electronic messaging standards for automated reporting of
influenza laboratory data.
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Provide support to states, territories, and countries through the Epidemiology and Laboratory
Capacity (ELC) grant for enhanced surveillance and laboratory testing capacity of influenza
viruses. This activity determines which influenza viruses are circulating, identifies and prepares
viruses for use in vaccines, monitors for vaccine mismatch during influenza seasons, detects the
emergence of novel influenza strains, and determines the effectiveness of antiviral drug treatment
for circulating viruses.

Enhance the capability of state and local health departments to conduct influenza laboratory
testing by increasing the number of public health laboratories that can perform testing for
resistance to antiviral medications from 12 in FY 2012 to 15 in FY 2013, and maintaining the
number of state and local laboratories that participate in CDC evaluations of new influenza
diagnostic tests.

Continue work with domestic and international partners in the intersection of human and animal
health to improve surveillance, conduct swift outbreak responses, and complete threat
assessments for emerging influenza viruses with pandemic potential.

Monitor influenza viruses and infections to:

o Determine the health security and economic impacts of influenza-associated clinic visits,
hospitalizations, and deaths; and

o Refine methods to demonstrate the health security and economic impacts of annual influenza
recommendations.

Conduct research to better understand the complex factors that determine how influenza is
transmitted and causes illness.

Support the international monitoring of influenza and continue to evaluate countries’ core
capacities to conduct surveillance, perform laboratory testing, and prepare for and be ready to
respond to influenza pandemics that can occur at any time. CDC will place special emphasis on
expanded virus sample sharing among countries to produce vaccines and develop tests to detect
influenza viruses that have pandemic potential.

Education of Health Care Providers and the Public
In FY 2013, CDC will:

Continue effective influenza communication and education that is crucial for successful
preparedness for and response to seasonal and pandemic influenza. CDC will lead efforts to
improve clinician and public awareness and acceptance of CDC’s influenza prevention, testing,
and treatment recommendations.

Strengthen communication and education strategies to reach vulnerable populations, including
pregnant women and others with special needs.

FY 2013 CONGRESSIONAL JUSTIFICATION
48



NARRATIVE BY ACTIVITY
IMMUNIZATION AND RESPIRATORY DISEASES
BUDGET REQUEST

AFFORDABLE CARE ACT PREVENTION AND PUBLIC HEALTH FUND

FY 2013

(dollars in millions) FY 2011 FY 2012 President’s FY 2013 +/-
Appropriation Enacted FY 2012
Budget
ACA/PPHF $100.000 $190.000 $72.460 -$117.540
The following activities are included:
e Immunization — $72,460,000 (included in the Immunization narrative)
PERFORMANCE
Efficiency Measure for the National Center for Immunization and Respiratory Diseases
Measure Most Recent E\r:azc?;g FY 2013 FY 2013 +/-
Result Target FY 2012
Target
1.E.1: Make vaccine distribution more 000 60
efficient and improve availability of FY 2011: 98% Malnta|_n QE.M) Mamtal_n QE.M)
S - : reduction in reduction in L
vaccine inventory by reducing the reduction . . Maintain
T . inventory inventory
number of vaccine inventory depots in (Target Met) depots denots
the U.S. (Efficiency) P P

Program: Section 317
Accountability

Immunization Program and Program

Implementation and

Performance Measures for Long Term Obijective: Ensure that children and adolescents are appropriately vaccinated.

toxoids and acellular pertussis)
(Intermediate Outcome)

Measure Most Recent E\r:azcct)g; FY 2013 FY 2013 +/-
Result Target FY 2012
Target
1.2.1c: Sustain immunization coverage
in children 19 to 35 months of age for FY 2010: 92%
one dose of Measles, Mumps, and (Target 90% 90% Maintain
Rubella (MMR) vaccine (Intermediate Exceeded)
Outcome)
1.2.1h: Achieve immunization . 220
coverage of at least 90% in children Fé‘i?le(:'[\?gt/o
19-35 months of age for at least 4 Mgt but 90% 87% -3%
doses pneumococcal conjugate vaccine Improved)
(Intermediate Outcome) P
1.2.1i: Achieve immunization . 200
coverage of at least 60% in children FY 2010: 59% _—
(Target 60% 60% Maintain
19- to 35-months of age for 2-3 doses Exceeded)
of rotavirus (Intermediate Outcome)
1.2.2a: Achieve or sustain
: o 0
immunization coverage of at least 70% FY 2010: 74%
in adolescents 13 to 15 years of age for
. d (Target 70% 73% +3%
1 dose Tdap (tetanus and diphtheria
Exceeded)
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Measure Most Recent Ilzz\r:azc(t):g FY 2013 FY 2013 +/-
Result Target FY 2012
Target
1.2.2b: Achieve or sustain
: M 0
e oL et 1 | v 2030 o
- . (Target 70% 73% +3%

1 dose meningococcal conjugate Exceeded)
vaccine (MCV4) (Intermediate
Outcome)
1.C: Number of states (including the
District of Columbia) achieving 65% FY 2010: 32
coverage for 1 birth dose hepatitis B (Target 40 42 +2
vaccine (19-35 months of age) Exceeded)
(Output)
1.D: Number of states (including the .
District of Columbia) achieving 30% FY 2010: 27

. . (Target 29 31 +2
coverage for influenza vaccine (6-23 Exceeded)
months of age) (Output)
1.E: Number of states (including the
District of Columbia) achieving 25% FY 2010: 45
coverage for > 3 doses human (Target 40 42 +2
papillomarivus vaccine (13-17 years Exceeded)
of age) (Output)
1.F: Number of states (including the )
District of Columbia) achieving 45% FY 2010: 49

. (Target 46 48 +2

coverage for > 1 dose Tdap vaccine Exceeded)
(13-17 years of age) (Output)
1.G: Number of states (including the
District of Columbia) achieving 45% FY 2010: 44
coverage for > 1 dose meningococcal (Target 40 42 +2
conjugate vaccine (13-17 years of age) Exceeded)
(Output)

Performance Measures for Long Term Objective: Increase the proportion of adults who are vaccinated annually against
influenza and ever vaccinated against pneumococcal disease.

Measure Most Recent E:azc(::g FY 2013 FY 2013 +/-
Result Target FY 2012
Target
1.3.1a: Increase the rate of influenza FY 2010: 66%
vaccination in persons 65 years of age (Target Not 75% 78% +3%
and older (Intermediate Outcome) Met)
lﬁ%&r?;olgggsglsflgtiiga;;:: in persons P 2010: 60%
P person (Target Not 67% 70% +3%
65 years of age and older (Intermediate
Met)
Outcome)
- 280,
1.3.2a: Increase the rate of influenza le'isle(')[.Nzgt/o
vaccination among adults ages 18 to 64 g 36% 40% +4%
: Met but
(Intermediate Outcome)
Improved)
1.3.2b: Increase the rate of FY 2010: 28%
pneumococcal vaccination among non- (Target Not 0 0 0
institutionalized high-risk adults ages Met but 31% 34% 3%
18 to 64 (Intermediate Outcome) Improved)
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Performance Trends: Immunization continues to be one of the most cost-effective public health
interventions. CDC supports the implementation of state-based immunization programs making vaccines
available to vulnerable children, adolescents, and adults. Since the adoption of this strategy, the U.S.
experienced record high childhood vaccination levels and record low levels of vaccine-preventable
diseases. For each 2009 birth cohort vaccinated against 13 diseases (diphtheria, haemophilus influenzae
type b, hepatitis A, hepatitis B, measles, mumps, pneumococcal, pertussis, polio, rotavirus, rubella,
tetanus, and varicella) in accordance with the routine childhood immunization schedule, the U.S. saved
$13.6 billion in direct medical costs and 42,000 lives and prevented 20 million cases of disease. Overall,
an estimated $10.20 for every $1 invested (Table 1).

Table 1: Cost-effectiveness of Childhood Vaccines

vaccine: Cost Savings: for every $} spent on an individual
vaccine

Diphtheria-Tetanus-acellular Pertussus (DTaP) saves $47.80

Measles, Mumps, and Rubella (MMR) saves $23.30

Hepatitis B saves $2.40

Varicella saves $2.00

Inactivated Polio (IPV) saves $8.60

Haemophilus influenza type b (Hib) saves $4.90

Pneumococcal (PCV7) saves $1.50

Childhood series (9 vaccines) * saves $10

Includes DTaP, Hib , hepatitis A, hepatitis B, MMR, PCV7, IPV, rotavirus, and varicella vaccines; hepatitis A and rotavirus vaccines are cost-
effective, but not cost saving..

CDC made significant progress in improving and sustaining immunization coverage of children 19-35
months of age with appropriate vaccinations. In 2010, coverage levels were near or above the national
Healthy People 2010 targets of 90 percent or higher among children 19-35 months of age for most of the
routinely recommended childhood vaccines. Of the three performance measures for vaccination coverage
in children 19-35 months of age, two measures exceeded the 2010 target and one, while very close to
meeting the target, showed improvement over the 2009 rate. Coverage for MMR vaccine increased from
90 percent in 2009 to 92 percent in 2010; rotavirus vaccine increased by 15 percentage points from 44
percent in 2009 to 59 percent in 2010; and while coverage with pneumococcal conjugate vaccine did not
meet the 2010 target of 84 percent, it increased from 80 percent in 2009 to 83 percent in 2010 (Measures
1.2.1).

Adolescent vaccination coverage rates showed significant progress in meeting immunization targets. Both
adolescent performance measures significantly exceeded their targets. Vaccination coverage for Tetanus,
Diphtheria, Pertussis (Tdap) increased from 62 percent in 2009 to 74 percent in 2010 and MCV4
coverage increased from 55 percent in 2009 to 65 percent in 2010 (Measures 1.2.2).

During the past decade, vaccination coverage levels among older adults increased slightly as CDC
implemented national strategies and worked with state and local public health departments to promote
adult immunization among healthcare providers and state and local governments. However, CDC did not
meet the 2010 targets for adult vaccination. Influenza vaccination among the adults ages 65 and older
remained at 66 percent and pneumococcal vaccination decreased from 61 percent in 2009 to 60 percent
(Measures 1.3.1). For adults ages 18 to 64, influenza vaccination increased from 27 percent in 2009
(baseline) to 28 percent and pneumococcal vaccination among high risk populations increased from 17
percent in 2009 to 28 (Measures 1.3.2). Addressing barriers to adult immunization and increasing adult
vaccination rates will require a different approach to the ones used to increase childhood coverage. Adult
vaccination recommendations are not typically included in the routine adult preventive care schedule.
Further, the types of providers where adults receive care are more diverse and may not always be
experienced in delivering vaccines. CDC is working on a number of strategies to improve adult
vaccination coverage rates, including patient and provider education to increase demand, system changes
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in the office setting to reduce missed opportunities, evidence-based communication campaigns to increase
public awareness about adult vaccines and recommendations, expanded provider education to reach the
diversity of health care venues in which adults receive care, and implementation of vaccination programs

in new venues.

Program: Influenza Planning and Response

Performance Measures for Long Term Objective: Protect Americans from infectious diseases — Influenza.

Most Recent P AU FY 2013 FY 2013 +/- FY
Measure Enacted
Result Target 2012
Target

1.6.1: Increase the number of public
health laboratories monitoring FY 2011: 9 12 15 +3
influenza virus resistance to (Target Met)
antiviral drugs (Output)
1.6.2: Increase the percentage of
corrective actions completed from
Public Health Emergency .
Preparedness (PHEP) Cooperative FY 2010.‘ 37% 60% 70% +10%

. (Baseline)
Agreement grantees pandemic
influenza improvement plans
(Output)
1.6.3: Percentage of countries
achieving an increase of five
percent over last year’s indicator FY 2010: 94%
score on CDC’s National Inventory (Target 75% N/A N/A
of Core Capacities for Pandemic Exceeded)
Influenza Preparedness and
Response (Output)
1.L: Number of influenza FY 2011:
diagnostic kits and virus reference 2,315 -
panels distributed domestically and (Target 2,100 2,100 Maintain
internationally. (Output) Exceeded)
1.M: Number of virus specimens
received and characterized annually FY 2010:
from global Nat_lonal Inflge_nza 5_3,48_7 11,000 11,000 Maintain
Centers for use in determining (Historical
vaccine strain selection. received Actual)
and characterized (Output)

This indicator score is formally assessed every other year, and that the instrument may be reassessed and improved in FY 2013.

Performance Trends: CDC met the FY 2011 targets of having nine public health programs monitoring the
influenza virus resistance to antiviral drugs and having 37 percent of pandemic influenza improvement
plan corrective actions completed by Public Health Emergency Preparedness (PHEP) Cooperative
Agreement grantees (Measures 1.6.1 and 1.6.2). Recent evaluation of preparedness and response
capabilities of 44 countries participating in CDC's National Inventory of Core Capacities for Pandemic
Influenza and Response demonstrated significant improvements for the reporting period 2008-2010 in
clinical management guidance, resource management for antiviral treatment, personal protective
equipment, and communication of surveillance information. CDC expects to achieve the FY 2011 interim
target of 60 percent of countries achieving a five percent increase in indicator scores over the full
two-year reporting period ending in FY 2012 (Measure 1.6.3).

In FY 2010 and FY 2011, CDC enhanced state and local capacity to gather influenza epidemiology and
laboratory data essential for systematic, accurate surveillance of seasonal and novel influenza viruses by
supporting the assignment of 93 ELC-funded laboratorians and influenza coordinators at state and local
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health departments. CDC enhanced global capacity to monitor influenza viruses and to inform vaccine
policy and antiviral treatment recommendations by serving as a WHO Collaborating Center for Influenza.
In this capacity, CDC provided 2,315 influenza diagnostic kits and virus reference panels to ensure the
availability of timely diagnostic resources domestically and globally in FY 2010 (Measure 1.L). In the fall
of 2011, the FDA approved revisions configuration of diagnostic kits, which increased the products
available and subsequently the number of kits shipped during the reporting timeframe. CDC exceeded the
target and targets for future years were adjusted to reflect this change. In addition, CDC received and
characterized 9,487 influenza virus specimens and expects to receive about 11,000 influenza virus
specimens in FY 2010 (Measure 1.M). Characterization of these specimens from throughout the world is
essential to the production of each season's influenza vaccine, as well as informing decisions regarding
potential vaccines for novel influenza viruses with pandemic potential and informing vaccine policies and
recommendations.

IT INVESTMENTS

CDC made several investments in information technology (IT) to improve efficiencies and effectiveness.
These systems support various programs in the elimination of vaccine-preventable and respiratory
diseases and infections. IT investments are developed to track and order vaccines; monitor the occurrence
of vaccine-preventable diseases and disease outbreaks; provide electronic capabilities for gathering,
storing, tracking, and analyzing critical surveillance data; support the development and dissemination of
public health information; and oversee grants management. These systems improve CDC’s understanding
of the public health issues related to vaccine-preventable and respiratory diseases, and inform the design,
implementation, and evaluation of public health practice for preventing and controlling disease. These
systems include: the Grants Information Systems for Immunization (formerly Program Annual Progress
Assessment), Administrative Support investments, Public Health Communication for Immunization and
Respiratory Diseases, Public Health Monitoring for Immunization and Respiratory Diseases, Public
Health Services for Immunization and Respiratory Diseases, Immunization Registries (Extramural), and
the Vaccine Tracking System (VTrckS).

VTrckS is an enterprise system used to track federally contracted vaccine orders between manufacturers,
distributor, and health care providers. The system went live on December 13, 2010, with four pilot
grantees: two external registry system grantees (Michigan and Washington) and two VTrckS Provider
Order Pilot (VPOP) grantees (Chicago and Colorado). Since the system went live, VTrckS has
successfully processed all vaccine orders (approximately two million as of December 2011) generated
from the old legacy system by non-pilot grantees, as well as orders entered directly into VTrckS by the
pilot grantees. After go-live, pilot grantees, third party reviewers, and internal users provided significant
feedback for the need for enhancements and optimizations before further scale up of the system. These
optimizations will be released to the pilot grantees in February 2012. Further rollout to the non-pilot
grantees will begin in February 2012, with rollout completion in June 2013.

STATE TABLES?

CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2013 DISCRETIONARY STATE/FORMULA GRANTS

CFDA Number: 93.268/Section 317 Immunization Program*

FY 2011 FY 2012 FY 2013 FY 2013 +/-
State/City/Territory Appropriation Enacted President's Budget FY 2012
Alabama $8,617,358 $8,454,623 $7,565,663 -$888,960
Alaska $4,417,966 $5,063,654 $4,527,935 -$535,719
Arizona $11,248,386 $11,943,137 $10,688,946 -$1,254,191
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CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2013 DISCRETIONARY STATE/FORMULA GRANTS

CFDA Number: 93.268/Section 317 Immunization Proraml

FY 2011 FY 2012 FY 2013 FY 2013 +/-
State/City/Territory Appropriation Enacted President's Budget FY 2012

Arkansas $7,431,098 $4,535,736 $4,059,034 -$476,702
California $54,581,732 $63,098,560 $56,457,479 -$6,641,081
Colorado $9,348,914 $8,923,218 $7,985,780 -$937,438
Connecticut $6,652,851 $5,903,580 $5,282,066 -$621,514
Delaware $1,212,411 $1,453,520 $1,301,301 -$152,219
District of Columbia $1,526,767 $1,819,236 $1,628,457 -$190,778
Florida $24,376,881 $27,798,394 $24,874,066 -$2,924,329
Georgia $12,294,516 $13,373,052 $11,969,681 -$1,403,371
Hawaii $3,742,549 $3,339,335 $2,988,956 -$350,379
ldaho $3,036,563 $3,572,914 $3,197,169 -$375,746
Ilinois $10,414,741 $12,211,871 $10,926,601 -$1,285,270
Indiana $7,816,653 $8,751,190 $7,827,851 -$923,339
lowa $5,288,434 $5,191,251 $4,645,971 -$545,280
Kansas $7,527,921 $5,233,112 $4,683,764 -$549,348
Kentucky $4,641,112 $5,510,045 $4,931,749 -$578,296
Louisiana $5,525,117 $6,421,128 $5,743,952 -$677,177
Maine $4,410,056 $3,796,748 $3,399,521 -$397,226
Maryland $7,847,550 $7,814,566 $6,995,304 -$819,261
Massachusetts $13,974,520 $13,180,643 $11,788,862 -$1,391,782
Michigan $15,568,191 $16,823,961 $15,053,713 -$1,770,248
Minnesota $9,504,850 $9,717,704 $8,696,168 -$1,021,536
Mississippi $5,101,609 $5,486,825 $4,911,083 -$575,743
Missouri $9,835,236 $9,855,129 $8,816,993 -$1,038,137
Montana $1,756,109 $2,088,388 $1,869,287 -$219,100
Nebraska $3,271,984 $3,323,984 $2,975,684 -$348,300
Nevada $4,100,914 $4,177,123 $3,737,532 -$439,591
New Hampshire $2,237,442 $2,619,798 $2,343,982 -$275,816
New Jersey $4,585,748 $4,584,977 $4,108,031 -$476,946
New Mexico $3,371,657 $4,041,972 $3,618,674 -$423,297
New York $15,727,951 $15,758,168 $14,107,615 -$1,650,553
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CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2013 DISCRETIONARY STATE/FORMULA GRANTS

CFDA Number: 93.268/Section 317 Immunization Proraml

FY 2011 FY 2012 FY 2013 FY 2013 +/-
State/City/Territory Appropriation Enacted President's Budget FY 2012

North Carolina $12,245,952 $13,160,536 $11,775,458 -$1,385,078
North Dakota $2,267,034 $2,377,799 $2,127,185 -$250,614
Ohio $14,193,018 $16,164,366 $14,458,767 -$1,705,599
Oklahoma $6,915,832 $6,907,641 $6,181,241 -$726,399
Oregon $5,912,350 $6,287,161 $5,627,946 -$659,215
Pennsylvania $12,688,305 $14,872,326 $13,306,920 -$1,565,406
Rhode Island $2,377,608 $2,802,802 $2,508,170 -$294,632
South Carolina $6,795,174 $7,230,527 $6,470,240 -$760,288
South Dakota $2,335,765 $2,674,766 $2,391,726 -$283,040
Tennessee $8,070,490 $9,541,057 $8,538,742 -$1,002,314
Texas $30,733,189 $35,484,306 $31,751,602 -$3,732,704
Utah $5,376,547 $5,728,690 $5,126,460 -$602,230
Vermont $3,125,736 $2,731,991 $2,444,353 -$287,638
Virginia $10,862,660 $12,023,827 $10,753,980 -$1,269,847
Washington $10,531,250 $10,310,800 $9,225,574 -$1,085,226
West Virginia $4,419,466 $3,653,389 $3,269,253 -$384,136
Wisconsin $8,544,540 $9,089,063 $8,131,441 -$957,623
Wyoming $1,952,032 $1,745,092 $1,562,044 -$183,047
Chicago $4,661,699 $5,586,888 $5,001,761 -$585,126
Houston? $2,087,960 $2,476,429 $2,220,233 -$256,196
New York City $13,212,691 $15,691,126 $14,044,406 -$1,646,720
Philadelphia $2,623,676 $3,156,108 $2,825,836 -$330,272
San Antonio $2,353,652 $2,847,982 $2,550,341 -$297,640
American Samoa $404,308 $484,024 $433,319 -$50,705
Guam $957,601 $1,140,992 $1,021,338 -$119,654
Marshall Islands $1,697,945 $1,967,340 $1,759,720 -$207,621
Micronesia $2,743,502 $3,220,166 $2,881,329 -$338,837
Northern Mariana Islands $711,123 $858,959 $769,154 -$89,804
Puerto Rico $5,526,764 $6,530,978 $5,844,814 -$686,165
Republic Of Palau $551,445 $639,632 $572,146 -$67,486
Virgin Islands $641,648 $800,752 $717,629 -$83,123
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CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2013 DISCRETIONARY STATE/FORMULA GRANTS

BUDGET REQUEST

CFDA Number: 93.268/Section 317 Immunization Proraml

FY 2011 FY 2012 FY 2013 FY 2013 +/-
State/City/Territory Appropriation Enacted President's Budget FY 2012
Total
States/Cities/Territories $478,516,746 $514,055,055 $460,001,999 -$54,053,056
Other Adjustments® $47,054,254 $43,814,945 $39,297,001 -$4,517,944
Total Resources*® $525,571,000 $557,870,000 $499,299,000 -$58,571,000

Includes vaccine direct assistance and immunization infrastructure/operations grant funding.

2Immunization infrastructure/operations grant funding only; vaccine direct assistance for Houston is included with Texas.

3Other adjustments include vaccine that is in inventory at the centralized distribution center but has not been ordered by immunization providers,
funds for centralized vaccine distribution activities, vaccine safety data link, PHS evaluation, special projects, and program support services.
*FY 2011 does not include American Recovery and Reinvestment Act funding.

°FY 2011 includes Section 317 request of $425,571,000 and Prevention and Public Health Fund (PPHF) request of $100,000,000. PPHF
operations funding was awarded by a competitive funding opportunity announcement (not all Section 317 grantees applied or were awarded

funds); FY 2012 includes Section 317 request of $367,870,000 and PPHF request of $190,000,000; FY 2013 includes Section 317 request of
$426,813,000 and PPHF request of $72,460,000.

CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2013 MANDATORY STATE/FORMULA GRANTS

CFDA Number: 93.268/Vaccines for Children (VFC) Program?

FY 2011 FY 2012 FY 2013 FY 2013 +/- FY
State/City/Territory Appropriation Appropriation President's Budget 2012

Alabama $55,388,691 $56,037,969 $60,009,310 $3,971,341
Alaska $10,838,232 $10,991,361 $11,705,702 $714,340
Arizona $80,154,471 $81,101,230 $86,832,734 $5,731,503
Arkansas $39,795,202 $40,264,126 $43,112,145 $2,848,019
California $508,084,654 $513,910,346 $550,621,737 $36,711,391
Colorado $42,653,709 $43,168,929 $46,194,204 $3,025,275
Connecticut $33,188,107 $33,608,334 $35,920,351 $2,312,017
Delaware $10,418,907 $10,560,146 $11,265,792 $705,646
District of Columbia $8,496,504 $8,618,201 $9,179,530 $561,329
Florida $189,989,369 $192,195,855 $205,862,639 $13,666,784
Georgia $135,952,153 $137,534,407 $147,306,813 $9,772,406
Hawaii $14,087,536 $14,303,901 $15,203,013 $899,112
Idaho $20,081,513 $20,323,939 $21,748,553 $1,424,614
llinois $92,332,721 $93,430,593 $100,017,170 $6,586,577
Indiana $65,696,959 $66,480,695 $71,161,629 $4,680,933
lowa $25,077,633 $25,389,292 $27,149,021 $1,759,730
Kansas $24,031,345 $24,331,778 $26,014,240 $1,682,462
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CENTERS FOR DISEASE CONTROL AND PREVENTION
FY 2013 MANDATORY STATE/FORMULA GRANTS

CFDA Number: 93.268/Vaccines for Children (VFC) Program?

BUDGET REQUEST

FY 2011 FY 2012 FY 2013 FY 2013 +/- FY
State/City/Territory Appropriation Appropriation President's Budget 2012

Kentucky $44,492,516 $45,009,211 $48,209,819 $3,200,608
Louisiana $67,213,177 $67,987,806 $72,835,674 $4,847,867
Maine $10,461,885 $10,620,053 $11,293,205 $673,152

Maryland $60,974,411 $61,685,606 $66,065,153 $4,379,547
Massachusetts $60,252,712 $60,978,474 $65,256,398 $4,277,924
Michigan $90,804,476 $91,882,493 $98,363,700 $6,481,207
Minnesota $36,703,085 $37,150,158 $39,745,294 $2,595,137
Mississippi $43,353,731 $43,856,837 $46,976,316 $3,119,480
Missouri $56,417,831 $57,084,725 $61,117,830 $4,033,105
Montana $7,418,976 $7,519,890 $8,021,617 $501,726

Nebraska $21,377,061 $21,632,337 $23,154,903 $1,522,566
Nevada $33,236,067 $33,641,371 $35,990,368 $2,348,997
New Hampshire $8,336,866 $8,453,488 $9,010,309 $556,821

New Jersey $75,849,599 $76,762,846 $82,148,978 $5,386,132
New Mexico $35,091,101 $35,520,185 $37,997,778 $2,477,592
New York $84,715,909 $85,789,722 $91,688,898 $5,899,176
North Carolina $97,361,800 $98,511,513 $105,474,073 $6,962,560
North Dakota $5,688,437 $5,765,089 $6,151,349 $386,260

Ohio $98,675,172 $99,806,393 $106,936,523 $7,130,129
Oklahoma $56,917,111 $57,598,041 $61,649,219 $4,051,178
Oregon $31,959,508 $32,362,440 $34,592,633 $2,230,193
Pennsylvania $79,909,132 $80,904,227 $86,507,217 $5,602,990
Rhode Island $13,500,850 $13,678,455 $14,604,558 $926,103

South Carolina $48,176,016 $48,764,745 $52,166,961 $3,402,216
South Dakota $9,172,505 $9,290,611 $9,925,350 $634,738

Tennessee $72,384,462 $73,231,212 $78,424,944 $5,193,732
Texas $342,698,254 $346,691,051 $371,315,161 $24,624,110
Utah $22,773,277 $23,062,512 $24,647,082 $1,584,570
Vermont $6,055,559 $6,153,125 $6,529,731 $376,606

Virginia $56,289,087 $56,938,856 $60,996,553 $4,057,698
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CENTERS FOR DISEASE CONTROL AND PREVENTION

FY 2013 MANDATORY STATE/FORMULA GRANTS
CFDA Number: 93.268/Vaccines for Children (VFC) Program?

BUDGET REQUEST

FY 2011 FY 2012 FY 2013 FY 2013 +/- FY
State/City/Territory Appropriation Appropriation President's Budget 2012

Washington $101,108,135 $102,343,898 $109,483,807 $7,139,910
West Virginia $17,786,674 $18,005,112 $19,258,882 $1,253,770
Wisconsin $45,571,882 $46,112,188 $49,366,451 $3,254,263
Wyoming $5,728,464 $5,807,878 $6,192,043 $384,165
Chicago $47,180,950 $47,769,251 $51,075,782 $3,306,532
Houston? $739,395 $780,730 $762,988 ($17,742)
New York City $137,278,447 $138,880,858 $148,738,375 $9,857,517
Philadelphia $27,268,035 $27,621,898 $29,502,881 $1,880,983
San Antonio $25,033,172 $25,336,064 $27,110,467 $1,774,403
American Samoa $844,197 $856,769 $911,237 $54,467
Guam $2,179,805 $2,218,795 $2,345,017 $126,221
.?f;ﬁ,té‘f n Mariana $890,499 $906,603 $957,776 $51,173
Puerto Rico $64,305,315 $65,069,630 $69,657,516 $4,587,886
Virgin Islands $2,344,349 $2,405,882 $2,500,215 $94,333
-Srtoat'gals/Cities/Territories $3,512,787,595 $3,554,700,132 $3,804,965,615 $250,265,483

Other Adjustments® $439,889,106 $454,359,868 $466,049,385 $11,689,517
Total Resources* $3,952,676,701 $4,009,060,000 $4,271,015,000 $261,955,000

This State Table is a snapshot of selected programs that fund all 50 states (and in some cases local, tribal, and territorial grantees). For a more
comprehensive view of grant and cooperative agreement funding to grantees by jurisdiction, visit

http://wwwn.cdc.gov/FundingProfiles/FundingProfilesRIA/.

2Funding for Houston only includes funding for operations, not the cost of vaccines. Funding for Texas includes the cost of vaccines for Houston.
*other adjustments include vaccine that is in inventory at the centralized distribution center but has not been ordered by immunization providers,
funds for centralized vaccine distribution activities, developing a new centralized vaccine ordering system, pediatric stockpile, influenza
stockpile, stockpile storage and rotation, and program support services.
*Total resources for FY 2011 reflect actual obligations. Total resources for FY 2012 and FY 2013 are based on the FY 2013 VFC President's
Budget ten year table. The FY 2012 level represents estimated total obligations, including $3.119 million in prior year recoveries and refunds
brought forward and $4.006 billion in transfer from CMS. The FY 2013 net increase of estimated total obligations, inclusive of prior year
recoveries and refunds brought into FY 2012 totals $261,955,000; the FY 2013 net increase of the non-expenditure transfer from CMS, exclusive
of prior year recoveries and refunds brought into FY 2012 totals $265,074,280.
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HIV/AIDS, VIRAL HEPATITIS, SEXUALLY TRANSMITTED INFECTIONS, AND TUBERCULOSIS

N FY 2011 FY 2012 FY 2013 FY 2013 +/-
(dollars in millions) - President’s
Appropriation Enacted Budget FY 2012
Budget Authority $1,115.995 $1,099.934 $1,145.678 +$45.744
ACA/PPHF $0.000 $10,000 $0.000 -$10.000
Total $1,115.995 $1,109.934 $1,145.678 +$35.744
FTEs 1,092 1,087 1,086 -1

Authorizing Legislation: PHSA 88§ 301, 306, 307, 308, 310, 311, 317, 317E, 317N, 317P, 317T, 318,
318A, 318B, 322, 325, 327, 352, 1701, 1704, 2315, 2320, 2341; P.L. 103-333; Section 212 of the
Consolidated Appropriations Act, 2012 (P.L. 112-74, Division F)

FY 2013 AULNOKIZAtioN. ... ..o e Expired/Indefinite

Allocation Methods: Direct Federal/Intramural, Competitive Grant/Cooperative Agreements, Formula
Grants/Cooperative Agreements, Contracts, and Other

SUMMARY

CDC's FY 2013 request of $1,145,678,000 for HIV/AIDS, viral hepatitis (VH), sexually transmitted
infections (STIs), and tuberculosis (TB) prevention is an overall increase of $35,744,000 above the FY
2012 level. The request includes an increase of $40,231,000 for domestic HIV/AIDS prevention and
research and a reduction of $4,607,000 for TB. The FY 2013 budget request reflects a substantial
investment to continue implementing the National HIV/AIDS Strategy (NHAS).

(dollars in millions) FY 2011 Py 2012 P:gitzigll]f’s FY 2013 +/-
Appropriation Enacted Bud vet FY 2012
... budget

Domestic HIV/AIDS Prevention and $800.445 $786.176 $826.407 +$40.231
Research

Viral Hepatitis $19.784 $19.672 $29.694 +$10.022
Sexually Transmitted Infections $154.666 $153.788 $153.886 +$0.098
Tuberculosis $141.100 $140.298 $135.691 -$4.607
ACA/PPHF $0.000 $10.000 $0.000 -$10.000
Total $1,115.995 $1,109.934 $1,145.678 +$35.744

CDC provides national leadership to prevent and control HIV/AIDS, VH, STIs, and TB in the United
States.

e CDC is committed to achieving the goals of the President’s National HIV/AIDS Strategy (NHAS)
and the HHS Action Plan to Combat Viral Hepatitis, which aims to reduce the health
consequences of hepatitis B virus (HBV) and hepatitis C virus (HCV) infection.

e CDC reduces the health consequences of STls, such as infertility in women, adverse reproductive
health outcomes, cancer, and HIV infection, by incorporating advances such as improved
prevention service delivery, better screening tests and vaccines, while at the same time addressing
growing threats such as antibiotic-resistant gonorrhea.

e CDC works to eliminate TB in the United States, building on the substantial achievements made
in TB control in the United States in the past two decades.
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e CDC monitors these infections and related risk factors; implements effective prevention and
control programs; and conducts prevention research, demonstration projects, and evaluation
efforts to refine prevention approaches. Program activities are conducted in partnership with
health departments and other institutions in the United States and around the world.

e CDC's efforts focus on the populations most affected by these diseases, including racial and
ethnic minorities; men who have sex with men (MSM) of all races; persons born outside the
United States; and young, sexually active adults. Because these disease conditions share many
social, environmental, behavioral, and biological determinants and are often managed by the
same or similar organizations, public health efforts to prevent their occurrence require a syndemic
orientation. Key approaches include a focus on sexual health, which provides an opportunity for a
broader dialogue on prevention and wellness rather than disease incidence or avoidance, and
social determinants of health approach, which considers the structural, contextual, and
environmental factors, socioeconomic status, and health care service access and quality, in
addition to individual risks.

e CDC has greatly advanced program collaboration and service integration (PCSI) across HIV, VH,
STI, and TB prevention programs over the past several years through development of best
practices, support for demonstration projects, and authorization of PCSI activities in its
categorical programs. Through PCSI, CDC strengthens collaborative work across disease areas
and integrates services at the client level. PCSI makes small changes in the way prevention
services are delivered in order to reach a larger population with more services. It can also
improve efficiency, cost effectiveness, and health outcomes. For example, CDC is working to
consolidate certain funding announcements across disease areas to lessen the administrative
burden on grantees (e.g., the Pacific Islands). CDC will continue to fund PCSI through its
categorically funded programs and through cross-center efforts.

e CDC also requests authority to allow CDC and grant recipients to transfer up to 10 percent of
funds across HIV/AIDS, VH, STI, and TB prevention activities to enhance PCSI; strengthen
collaborative work across disease areas; and integrate services that are provided by related
programs at the client level. The budget also includes new appropriations language that would
provide CDC with the additional flexibility to transfer funds to across activities to address
outbreaks.

FUNDING HISTORY?

Fiscal Year . Do!la_rs
(in millions)
2008 $1,002.130
2009 $1,006.375
2010 $1,088.345

2010 (ACA/PPHF) $30.367
2011 $1,115.995
2012 $1,099.934

2012 (ACA/PPHF) $10.000

1Funding levels prior to FY 2010 have not been made comparable to the budget realignment.
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DomESTIC HIV/AIDS PREVENTION AND RESEARCH BUDGET REQUEST

FY 2011

FY 2012
Enacted

FY 2013

President’s

BUDGET REQUEST

FY 2013 +/-
FY 2012

(dollars in millions)

Appropriation

Budget

HIV Prevention by Health Department* $394.809 $392.636 $402.447 +$9.811
National Programs to Identify and

Reach High Risk Populations: $365.636 $363.702 $384.026 +$20.324
HIV Adolescent and School Health? $40.000 $29.838 $39.934 +$10.096
Total $800.445 $786.176 $826.407 +$40.231

TFY 2011 and FY 2012 amounts for HIV Prevention by Health Department and National Programs to Identify and Reach High Risk Populations
have been adjusted for comparability to the newly proposed FY 2013 Domestic HIV/AIDS Prevention sub-line structure.

The FY 2011 Operating Plan reflected HIV School Health activities in the School Health budget line within the Chronic Disease Prevention and
Health Promotion budget.

Program Overview: Important changes have occurred in the field of HIV prevention in the past two years
that have created exciting, new opportunities to lower the number of new HIV infections that occur each
year in the United States.

Significant research developments point to new, effective approaches for preventing new HIV infections.
For example, in May 2011, researchers from the HIV Prevention Trials Network published a paper
finding that successful treatment of HIV reduced an individual’s risk of transmitting the virus to others by
96 percent. In July 2011, at the International AIDS Society meeting in Rome, Italy, CDC researchers
provided preliminary evidence that taking a daily pill containing a combination of two antiretroviral
medications can be effective in preventing acquisition of HIV infection among heterosexuals. The
announcement followed a National Institutes of Health (NIH) announcement in late 2010 that a daily dose
of an oral antiretroviral drug taken by HIV-negative gay and bisexual men reduced the risk of acquiring
HIV infection by 43.8 percent and had even higher rates of effectiveness, up to 73 percent, among those
participants who adhered most closely to the daily drug regimen. CDC has released interim guidance for
the safe and effective use of pre-exposure prophylaxis (PrEP) among MSM, but conflicting results from
some trials point to the need for additional data to confirm its efficacy in women. In November 2011,
CDC researchers published a study in conjunction with World AIDS Day that described the delivery of
HIV prevention and medical care services to persons living with HIV in the United States. These findings
highlighted the fact that gaps in HIV diagnosis and delivery of medical services are placing the majority
of people living with HIV in the United States at risk for disease progression and onward transmission of
HIV. Of particular concern is the finding that only 28 percent of people living with HIV in the United
States have an undetectable viral load. Finally, studies of cost effectiveness and models of efficacy are
informing CDC and others about the best combination of prevention approaches needed to achieve the
highest impact.

The NHAS, released in 2010, guides federal agencies, including CDC, in making the most of these
changes and in utilizing prevention and treatment resources most effectively. It is focused on three
overarching goals: 1) reducing the number of new HIV infections, 2) increasing access to care for people
living with HIV, and 3) reducing HIV-related health disparities. The NHAS set three specific metrics for
measuring the nation’s collective success at reducing new infections. Over the next five years, from
2010-2015, the United States aims to: 1) lower the annual number of new infections by 25 percent; 2)
reduce the HIV transmission rate, which is a measure of annual transmissions in relation to the number of
people living with HIV, by 30 percent; and 3) increase from 79 percent to 90 percent the percentage of
people living with HIV who know their serostatus.

To achieve these aggressive but realistic targets, the NHAS identifies three specific action steps: 1)
intensify HIV prevention efforts in communities where HIV is most heavily concentrated; 2) expand
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targeted efforts to prevent HIV infection using a combination of effective, evidence-based approaches;
and 3) educate all Americans about the threat of HIV and how to prevent it.

CDC, as the nation’s lead HIV prevention agency, remains at the forefront of preventing new infections
by providing leadership and guidance to other agencies, other levels of government, and community
stakeholders. CDC has introduced a new, high-impact approach to HIV prevention that is designed to
advance the prevention goals of the NHAS and maximize the effectiveness of current HIV prevention
methods. This approach is based on the use of combinations of scientifically proven, cost-effective, and
scalable interventions that are directed to the right populations in the right geographic areas. In addition to
these targeted efforts, CDC will continue to support HIV education for young Americans.

CDC proposes to reduce the number of Domestic HIV/AIDS Prevention and Research budget lines from
six lines to three lines to enable the agency to respond to emerging needs in a cost-effective manner while
ensuring accountability. The proposed structure allows CDC to efficiently implement projects in response
to evolving prevention interventions and technologies, emerging problems (such as outbreaks), newly
developed national priorities (such as the NHAS), and changes in the operating environment (such as the
identification of more cost-effective means to achieve programmatic results). For example, procurement
regulations require that certain multi-year projects be fully funded in the first year of a contract. These
non-severable contracts, such as those for research and demonstration projects, put great pressure on the
budget in the year that they are funded, such that CDC may not support some worthy projects because it is
unable to fund the project at a sufficient scale to have an impact. Having a smaller number of budget lines
increases CDC's ability to fund a portfolio of projects at sufficient scale and increases the potential for
administrative efficiencies.

The following budget lines represent the main areas of activity:

e HIV Prevention by Health Departments: CDC’s largest prevention program that supports HIV
prevention nationwide through the actions of health departments in every state, territory, and
highly affected metropolitan area.

e National Programs to Identify and Reach Highest Risk Populations: Includes surveillance to
monitor changes in the epidemic and identify populations and geographic areas in which most
infections occur, focused prevention programs to reach those at highest risk, capacity-building
assistance programs (CBAs), and research to improve prevention approaches.

e HIV Adolescent and School Health: CDC’s program to help adolescents develop healthy
behaviors and avoid HIV and STIs.

Budget Proposal: CDC's FY 2013 request of $826,407,000 for domestic HIV/AIDS prevention and
research is an increase of $40,231,000 above the FY 2012 level. This amount includes funding to the HIV
adolescent and school program, which was transferred to the National Center for HIV/AIDS, VH, STD,
and TB Prevention in FY 2012, and provides additional funding to achieve the goals of the NHAS. CDC
will continue to focus its HIV prevention resources to achieve NHAS goals, including funding to health
departments to improve linkage to and retention in care and receipt of prevention services, as well as
surveillance activities. Additionally, funds will expand HIV testing and linkage to care for MSM, with the
goal of identifying previously unrecognized HIV infections and improving health outcomes and reducing
HIV transmission. CDC will provide technical assistance to health departments and community-based
organizations (CBOs) to support service delivery improvements and targeting of resources using
programmatic data. Funds will also support research, evaluation, and implementation of high-impact
prevention programs among HIV-affected populations. Funds will be used to increase funding to state and
local education and health agencies to implement school-based HIV prevention activities, increase
funding to national nongovernmental organizations (NGOs) that support HIV prevention efforts serving
youth in high prevalence communities, and expand surveillance and monitoring to collect national data to
monitor priority health risk behaviors and school health programs and policies. CDC will continue to
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support recipients of its grants and cooperative agreements to address syndemics of HIV, VH, STls, and
TB through PCSI.

HIV Prevention by Health Departments

Program Overview: CDC’s flagship HIV prevention program, with 67 state and local health departments,
provides the foundation for HIV prevention and control nationwide. Successful execution of this program
is essential to achieving the prevention goals of the NHAS, and funding supports all three primary NHAS
goals. In FY 2012, this program was modified to incorporate the following specific NHAS strategies:

e Intensifying efforts in communities where HIV is most concentrated.

e Expanding targeted efforts to prevent HIV infection using a combination of effective, evidence-
based approaches.

Funding for the program is awarded using a need-based formula, phased in over a five-year period.

The goal of the program is to reduce HIV transmission by building health department capacity to
implement high-impact HIV prevention efforts that include:

e Focusing HIV prevention efforts in communities and local areas where HIV is most heavily
concentrated to achieve the greatest impact;

e Increasing HIV testing;

e Increasing access to care and improving linkage to continuous and coordinated quality care,
medical, prevention, and social services;

e Increasing awareness and educating communities about the threat of HIV and how to prevent it;

e Expanding targeted efforts to prevent HIV infection using a combination of effective, evidence-
based approaches, including delivery of integrated and coordinated biomedical, behavioral, and
structural HIV prevention interventions;

e Reducing HIV-related disparities and promoting health equity; and
e Monitoring program activity for improvement and accountability.

State and local communities, as well as HIV-infected and affected persons, inform the domestic
prevention approach in these cooperative agreements. Program components include: Category A, core
prevention programs, which support core funding to all 67 jurisdictions; Category B, the expanded testing
program in 34 jurisdictions with the highest numbers of African Americans, Hispanics and MSM living
with HIV; and Category C, innovative demonstration projects awarded competitively to health
departments to develop methods that improve the practice of prevention.

With core prevention funding, health departments design, implement, and evaluate comprehensive HIV
prevention programs that are effective, scalable, and intended to yield maximum impact on reducing new
HIV infections. Required core prevention components are HIV testing, comprehensive prevention with
positives (services and programs to assist HIV-infected person in avoiding transmitting the virus),
condom distribution, and policy initiatives. Programs may also support evidence-based HIV prevention
interventions for HIV-negative persons at highest risk for acquiring HIV; social marketing, media, and
mobilization; and activities to support PrEP and non-occupational post-exposure prophylaxis (nPEP)
services. CDC encourages programs to focus on groups at highest risk for HIV.

HIV testing is one of the most important tools available to fight the HIV epidemic and is prominently
featured in the NHAS. In addition to being unquestionably important to increasing access to care and
improving health outcomes, HIV testing is an important strategy in reducing new HIV infections, as those
who are aware of their infection are less likely to transmit HIV. CDC has a long history of providing
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health departments and CBOs funding to conduct HIV testing. In 2007, these efforts were significantly
increased through the Expanded Testing Program (ETP), which has led to a large increase in HIV testing
in CDC-funded programs serving communities that are disproportionately affected by HIV. This increase
in testing has resulted in increased diagnosis of previously undetected HIV infection and linkage to care
and prevention services. In 2012, this program was continued as Category B of the flagship HIV
prevention cooperative agreement to supplement core efforts to promote HIV testing.

CDC provides capacity-building and technical assistance to health departments to ensure that they have
the information, training, and infrastructure support necessary to implement effective programs in their
communities.

Recent accomplishments:

e Instituted a revised funding algorithm in 2012 to better align project funding according to disease
burden nationally; provided more direction to grantees regarding effective HIV prevention
activities, delineating those that are required and those that are recommended activities; and
redirected funding within the cooperative agreements to achieve greater efficiency by shifting
emphasis from individual and small group interventions that are difficult to take to scale to more
scalable interventions and public health strategies that are more cost-effective.

e Continued the successful ETP, which in its first three years conducted more than 2.8 million tests
and newly diagnosed over 18,000 persons with HIV infection in communities that are
disproportionately affected by HIV. Of the new positives for which follow-up data were
available, at least 91 percent received their test results, 75 percent were linked to medical care,
and 83 percent were referred to partner services. Sixty percent of all those tested (and 70 percent
of those newly diagnosed with HIV) were African American.

e Published a study examining the financial return on investment of CDC's ETP that demonstrated
that the program was effective and realized positive returns on investment ($1.95 saved in direct
medical costs for every $1 invested) due to reductions in transmissions from persons newly
diagnosed with HIV infection. This program was estimated to have prevented 3,381 new HIV
infections and to have saved the health care system more than $1.1 billion in lifetime HIV-related
medical costs.

e Made available to the public plans developed by the 12 health jurisdictions participating in the
Enhanced Comprehensive HIV Prevention Planning (ECHPP) initiative. These plans detail the
locally developed strategies for increasing the impact of HIV prevention efforts, reducing new
HIV infections, improving the health of people living with HIV, and reducing HIV-related
disparities. The posting of these plans online furthers CDC's efforts to make information about
HIV prevention funding, activities and outcomes more readily available to public health partners
and the public. This program ended in 2012, but evaluations are ongoing.

Budget Proposal: CDC’s FY 2013 request for HIV Prevention by Health Department is $402,447,000,
which includes increased resources to support health departments as they implement high-impact
prevention services. These services will support the use of CD4 cell count, viral load, core HIV
surveillance and programmatic data in order to improve testing, linkage, retention and re-engagement in
care, and to reduce HIV risk behaviors.

In FY 2013, CDC will:

e Ensure a strong network of HIV prevention programs nationwide by providing technical and
financial support to 67 health departments for HIV prevention. Through Category A (HIV
Prevention Programs for Health Departments) of the flagship health department cooperative
agreement, CDC will provide approximately two million HIV tests annually when the program is
fully implemented nationwide.
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e Provide technical assistance and training to staff of health departments on the implementation of
recommendations for HIV testing, counseling, and linkage to health care in non-health care
settings. CDC plans to publish the recommendations in 2012 and will monitor their uptake.

e Ensure that federal HIV prevention funding allocations go to jurisdictions with the greatest need
by continuing to phase in revised funding allocations to health departments’ prevention programs.

e Complete the evaluation of the implementation of enhanced HIV prevention plans developed by
the 12 health jurisdictions with the greatest burden of HIV/AIDS, funded through the ECHPP
project from FY 2010-FY 2012. These data will help CDC assess the community-level changes
that occurred, including the delivery of HIV prevention services and programs, exposure to HIV
prevention messages, HIV testing, and HIV risk behavior during the ECHPP implementation
period and disseminate lessons learned to improve the delivery and effectiveness of HIV
prevention programs in other health jurisdictions.

e Continue to support health departments as they shift from lower to higher impact activities. This
would include: 1) shifting intervention activities to emphasize more scalable Diffusion of
Effective Behavioral Interventions (DEBIs) and Public Health Strategies (PHSs), 2)
implementing more cost-efficient strategies for community planning, and, 3) implementing more
efficient strategies for HIV testing.

e Promote HIV testing and linkage to care, thereby reducing the undiagnosed prevalent HIV
infection, improving awareness of serostatus, and reducing HIV transmission rates.

e Facilitate voluntary testing for STIs (e.g., syphilis, gonorrhea, chlamydial infection), HBV, HCV,
and TB in conjunction with HIV testing, as medically appropriate.

e Support 34 health departments to increase testing among groups at highest risk for HIV
acquisition (MSM, African Americans, injecting drug users [IDUs], and Latinos) through the
ETP.

e Continue to provide HIV testing through the ETP to reach the goals of providing more than 1.3
million HIV tests and identifying at least 6,500 persons with newly diagnosed HIV infection
annually.

e Continue implementation of “Scaling up HIV Testing among African American and Hispanic
Men Who Have Sex with Men (MSM): The MSM Testing Initiative (MTI),” a project CDC
began in 2011 to reach MSM at highest risk for HIV with testing and linkage-to-care services.

e Support local testing efforts, including those to secure reimbursement for HIV screening in
collaboration with providers, health plans, state Medicaid boards, and other partners.

e Develop, distribute, and provide training on the operational guidelines to support routine HIV
testing in substance abuse treatment centers (in collaboration with the Substance Abuse and
Mental Health Services Administration), STI clinics, primary care and in-patient hospital settings,
and non-health care settings.

e Collect national data to provide routine reports on program processes and impacts at the national
and jurisdiction levels.

HIV Prevention with Health Departments Grant Table

(dollars in millions) Fy 2011 FY 2012 FY 2013
Appropriation Enacted Budget Request
Number of Awards 95 67 67
Average Award $3.323 $5.057 $5.057
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(dollars in millions) FY 2011 FY 2012 FY 2013

Appropriation Enacted Budget Request

Range of Awards $0.122—-$27.000 $0.080—$21.001 $0.080—$21.001
Number of New Awards 0 67 0

Number of Continuing
Awards
nFY 2012, PS10-1001 (HIV Prevention Projects), PS10-1002 (HIV Prevention for the Pacific Islands), and PS10-10138 (Expanded HIV
Testing) were consolidated into PS12-1201.
2Figures do not include awards for Category C - Demonstration Projects because those awards will not be made until March 1, 2012.

95 0 67

National Programs to Identify and Reach Highest Risk Populations

Program Overview: The NHAS requires special efforts to identify and reach those who are most at-risk
for acquisition or transmission of HIV. CDC supports this NHAS imperative through national HIV
surveillance, support of CBO prevention programs, capacity building, research, and social marketing
activities to reach communities at highest risk for HIV transmission.

CDC’s approach to surveillance is critical to successful HIV prevention efforts nationwide. CDC supports
health departments to effectively track new HIV infections and diagnoses, deaths, access to care, and risk
behaviors to characterize the domestic epidemic and inform public health actions. Central to this effort is
financial and technical assistance to 65 state and local health departments to describe all reported cases of
HIV in the United States. This is accompanied by behavioral surveillance for special risk groups, medical
monitoring of persons who are infected, and HIV incidence surveillance to characterize the leading edge
of the epidemic. Data from these efforts demonstrate continued and severe disparities by race, ethnicity,
and risk behavior. They have guided national, state, and local testing programs; social marketing; and
health education/risk reduction efforts focusing on severely impacted populations. CDC also works with
jurisdictions to measure community viral load and other population-level markers for HIV transmission
risk.

The NHAS recognizes the vital role voluntary and other private sector organizations play in reaching and
mobilizing HIV-affected communities. CDC provides financial and technical assistance to CBOs to
deliver HIV prevention interventions focused on populations disproportionately affected by HIV,
particularly communities of color and MSM. CDC also works through national, regional, and other
organizations to provide CBA to its directly-funded CBOs, to health departments and to other CBOs
across the nation. CDC works to raise awareness among patients, providers, and the public about HIV.
For example, the Act Against AIDS campaign seeks to raise awareness about the importance of talking
about HIV testing, condom use, and myths and misperceptions about HIV with peers, partners, and
families of all Americans.

The NHAS clearly describes the need to improve behavioral and biomedical interventions to better serve
at-risk populations. CDC develops, identifies, and adapts biomedical and behavioral interventions and
provides guidance to prevention partners on their use. CDC also supports demonstration projects that
identify and document best practices, as well as laboratory and epidemiologic studies. Epidemiologic,
policy, health services and operations research is conducted with the goal of increasing linkage to and
retention in quality care. CDC works to provide appropriate preventive services for coinfections to at-risk
persons. CDC reduces health disparities by supporting applied research to adapt and translate
interventions for at-risk populations and to address syndemics. Activities are focused on populations and
venues where integration efforts can fill gaps in services and include research on the effectiveness of the
use of antiretroviral treatment for HIV prevention and medication adherence. CDC also develops
scientific recommendations for HIV testing, the use of PrEP and, other prevention strategies.
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Recent accomplishments:

Implemented reporting of all CD4 cell counts and viral load test results in more than 25 CDC
funded health jurisdictions, including undetectable data. CDC recommends this as a strategy for
public health monitoring of the epidemic, as well as improving linkage to and retention in care for
individuals. In 2011, CDC and the Health Resources and Services Administration (HRSA) hosted
a consultation to assist the development of guidance related to the best use of these data for
surveillance and monitoring as well as program activities related to linkage to care, quality of
care, retention in care, and reducing viral load.

Released data from the National HIV Behavioral Surveillance System that provided important
information on testing, risk behaviors and HIV prevalence for populations at high risk for HIV
infection, including IDUs, MSM, and heterosexuals at increased risk. In 2011, released the first
national data from the Medical Monitoring Project, a nationwide sample of HIV-infected persons
in care. The report included data on risk behaviors and health outcomes.

Released research findings in 2011 that support the use of PrEP as a strategy for HIV prevention.
The trial of the oral antiretroviral drug tenofovir disoproxil fumarate (TDF) and emtricitabine
(FTC, combined as TDF/FTC) for prevention of HIV infection among heterosexuals in Botswana
found that infections were reduced by 63 to 78 percent. CDC also released interim guidance for
the safe and effective use of PrEP among MSM.

Evaluated and published in October 2011 the outcome findings of an HIV prevention intervention
for Latina women ages 18-35 years (AMIGAS) which was adapted from an intervention for
African American women (SiSTA). The intervention was efficacious in increasing consistent
condom use among Latina women.

Published research in February 2011 demonstrating that interventions proven to work in carefully
controlled research studies are effective when delivered in real-world settings by CBOs. Reported
decreased sexual risk behaviors over time, including fewer numbers of partners and episodes of
any unprotected sex events at four months after the intervention by participants in two evidence-
based interventions, VOICES/VOCES and Healthy Relationships. More pronounced reductions
in sexual risk behaviors were seen for certain subgroups.

Achieved more than two billion media impressions for HIV prevention messages through March
2011 with Act Against AIDS, while enhancing partnership networks, initiatives, and
collaborations with private-sector organizations; websites and social media; public service
advertising (transit, online, radio, television, print, and outdoor); news media; and interpersonal
outreach. On World AIDS Day, 2011, launched Testing Makes Us Stronger, a campaign designed
by black gay men to encourage HIV testing among black gay and bisexual men. Campaigns were
launched in New York City and Atlanta in January 2012, with expansion to four additional cities
planned.

Expanded membership in CDC’s Act Against AIDS Leadership Initiative (AAALLI), a partnership
with some of the country’s leading national civic/social and media organizations in an effort to
address HIV within the communities they serve. AAALI partners have hosted more than 1,000
events and facilitated HIV testing for more than 17,000 people.

Contributed to the science base for HIV testing programs. Successfully evaluated dried blood
spots in a pilot study as a cost-saving and field-friendly, non-clinical blood sample for incidence
testing and drug resistance screening to support expanded HIV testing and surveillance. These
efforts and others will serve as the foundation for updating and streamlining the HIV diagnostic
testing algorithm in the United States. In addition, CDC initiated research on the use of self-
administered rapid home tests for HIV screening and prevention.
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Published Data Security and Confidentiality Guidelines for HIV, Viral Hepatitis, STD, and TB
Programs, recommending standards to facilitate the secure collection, storage, and use of data
while maintaining confidentiality. Adoption of these guidelines will help agencies improve the
completeness of infection reporting and maximize use of data for public health action, including
the provision of integrated and comprehensive services.

Guided PCSI demonstration sites in completing comprehensive assessments that reviewed
syndemic data, laws, policies, and procedures. These assessments allow these sites to address
gaps and implement appropriate integrated services that make sense locally. Demonstration sites
have completed surveillance registry matches to identify local syndemics and determine rates of
co-infection by population groups. This data will be utilized to implement appropriate integrated
screening.

Budget Proposal: CDC’s FY 2013 request for National Programs to Identify and Reach High Risk

Populations is $384,026,000, which includes increased resources to implement key NHAS action steps.
The increase will provide additional support for core HIV surveillance to enable innovations necessary to
support new prevention strategies, continue an internet-based survey to monitor rapid changes in risk
behaviors and service utilization, provide technical assistance to health departments and CBOs to improve
services, and support innovative research projects to improve prevention services and test prevention
strategies.

In FY 2013, CDC will:

Provide increased funding and support to health departments implementing CDC’s core HIV
surveillance system, which will begin a new project cycle in FY 2013. These funds will support
efforts critical to the successful implementation of NHAS including case surveillance, CD4 cell
count and viral load reporting, optional surveillance activities such as geocoding and linkage and
perinatal exposure reporting, and incidence surveillance. These funds will stabilize HIV
surveillance capacity in the states.

Provide additional focused technical assistance to support health departments and community-
based organizations as they implement NHAS action steps, using programmatic data to support
service delivery improvements and improved targeting of resources.

Support an additional project cycle for monitoring risk behaviors, access and use of services by
MSM through an annual internet-based survey. This survey, begun in FY 2010, has yielded
important surveillance data for MSM, with the goals of identifying unrecognized HIV infections,
improving health outcomes, and reducing HIV transmission.

Conduct innovative epidemiologic, health services and operational research projects to better
understand and improve HIV prevention services or implement biomedical HIV prevention
strategies.

Initiate a new project cycle to provide support and technical assistance to 65 project areas to
conduct and improve HIV case surveillance. All 50 states will have mature, name-based HIV
reporting in 2012. The new cycle will build upon this achievement. As part of case surveillance,
CDC will provide national leadership and technical assistance to localities to guide the collection
of laboratory data, such as CD4 cell count and viral load test results, to enhance prevention and
care efforts, as well as monitor the epidemic in terms of access to and quality of care.

Estimate the annual number of new HIV infections in the United States so prevention activities
can be appropriately targeted and progress towards national goals can be assessed. CDC will
support 25 project areas to conduct HIV incidence surveillance.
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Continue to fund, as part of the National HIV Behavioral Surveillance System, 20 project areas to
conduct surveillance for behavioral risks, HIV testing, prevention services use, and HIV
prevalence among three different populations at increased risk for HIV infection (MSM, IDUs,
and heterosexuals at increased risk).

Continue to fund, as part of the Medical Monitoring Project, 23 project areas to conduct
surveillance for clinical outcomes, behavioral risks, and exposure to and use of HIV prevention
interventions among HIV-infected individuals who are receiving HIV medical care in the United
States.

Continue to monitor risk behavior, access and use of services by MSM through an annual
internet-based survey.

Provide data to HRSA and to the U.S. Department of Housing and Urban Development (HUD) to
guide the allocation of over $2 billion in federal funding for HIV care, treatment, and housing
programs.

Conduct activities that ensure the implementation and evaluation of interventions, strategies, and
technologies to increase testing, linkage to care, use of antiretroviral therapy (ART) and
reductions in risk behaviors.

Continue to fund 133 CBOs to conduct HIV counseling and testing and implement evidence-
based prevention interventions among populations at greatest risk of HIV infection, particularly
communities of color. Will continue to fund an additional 34 CBOs that serve young MSM of
color and young transgender persons of color and their partners, in a program that emphasizes
linkage to treatment and care for HIV-positive individuals and referrals to support services for
both HIV-positive and HIV-negative individuals.

Provide capacity-building assistance (CBA) to CBOs, health departments, and HIV prevention
community stakeholders in the areas of organizational infrastructure development, evidence-
based interventions, monitoring and evaluation, and community planning through a network of 30
CBA providers.

Continue to implement the Act Against AIDS campaign, a five-year, multi-faceted national
communication campaign to refocus national attention on the domestic HIV/AIDS epidemic,
increase HIV awareness through social marketing campaigns and expanded social media
initiatives to educate Americans about the continued threat of HIV in the U.S. and develop
targeted campaigns with an emphasis on populations bearing a disproportionate burden of
HIV/AIDS.

Train staff from health departments and CBOs on evidence-based interventions for persons at
highest risk of acquiring or transmitting HIV.

Continue to direct research activities to biomedical and behavioral research projects that address
significant unmet public health needs in disproportionately affected communities and that have
the potential for greatest impact.

Continue to conduct an open-label study of PrEP in Botswana to better understand efficacy and
use of this prevention strategy in a setting that more closely resembles “real-world” settings than
clinical trials. CDC will also continue to update PrEP guidelines as more study results become
available for populations such as IDUs and heterosexuals.

Provide financial and technical assistance to 24 state and local health departments to provide HIV
testing to TB patients, which is a highly recommended intervention strategy as HIV dramatically
increases the risk that someone infected with TB will develop active disease.
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Provide support to 69 state and local health departments for provision of HIV testing and partner
services through STI programs.

Update the Compendium of Evidence-based HIV Prevention Interventions and the Compendium
of Evidence-based HIV Medication Adherence Interventions to expand the number of
interventions identified and provide additional information regarding the impact of interventions
and evidence of the probability that an intervention will reduce incidence of HIV or other STIs.

Continue support to three jurisdictions to evaluate the yield and cost-effectiveness of enhanced
partner notification and contact tracing techniques linked to acute HIV infection screening.

Improve and field test, through cooperative agreements, rapid diagnostics for HIV infection to
improve informing individuals of their infection status.

Continue collaborations with NIH on safety and efficacy evaluations of candidate microbicides
and other (non-vaccine) biomedical prevention products using the CDC-developed repeat low-
dose (RLD) macaque simian immunodeficiency virus/simian human immunodeficiency virus
infection model. This collaboration builds on CDC’s expertise in using the RLD macaque model
and NIH’s support for basic, therapeutic, and prevention research and development.

Monitor uptake of revised prevention with positives recommendations and educational materials
regarding prevention strategies for persons living with HIV.

Continue to collaborate with NIH to implement and evaluate prevention with positives program at
HIV clinics with the goals of improving patients' health and reducing transmission of HIV
through increasing the number of patients with undetectable viral load and the number who
practice safer sex. CDC will support: 1) training of clinic staff to conduct the intervention; 2)
computer-delivered risk assessment and intervention tools in the clinics to increase patients’
retention in care, adherence to antiretroviral therapy, and safer sex; 3) recruitment of a cohort of
HIV patients at each clinic followed across time to evaluate the effects of the intervention; and 4)
transmittal of electronic medical chart data on patients’ viral load, CD4 count, and attendance at
clinic.

Continue to conduct a multi-site clinical epidemiology cohort study designed to provide detailed
characterization of the course of clinical HIV disease, treatment of HIV disease, factors
associated with improved response to HIV therapy, and risk factors for medical complications
related to the treatment of HIV infection and attendant prolonged survival.

Continue to support PCSI activities in health departments, including integrated HCV testing and
screening for syphilis and gonorrhea in HIV settings, enhanced collaboration of viral hepatitis and
HIV sites to ensure integrated HIV and hepatitis screening where appropriate, and integration of
HIV testing in TB clinics.

Support PCSI through the development of models, identification of best practices, technical
assistance to jurisdictions and incorporation of PCSI practices into standalone infectious disease
programs. CDC will provide examples of best and promising practices in the field and data on
program effectiveness.

HIV Adolescent and School Health

Program Overview: NHAS identifies education of all Americans about the threat of HIV and how to

prevent it as a critical step in reducing new infections in the United States. CDC’s main program to
achieve this mandate is the HIV Adolescent and School Health program. In FY 2012, this program was
transferred from CDC’s National Center for Chronic Disease Prevention and Health Promotion in order to
ensure closer collaboration with CDC’s other HIV and STD prevention programs. The adolescent and
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school health program supports school-based education to prevent HIV, STD, and teen pregnancy among
adolescents.

Through this program, CDC provides national data on youth health risk behaviors and school-based
health policies, programs, and practices. CDC also translates research findings, identifies effective
policies and programs, and develops implementation tools for schools. Finally, CDC provides funding
and technical assistance to agencies and organizations to plan and implement effective policies, programs,
and practices.

Recent accomplishments:

e Released the 2012 School Health Profiles providing data related to HIV prevention education and
HIV-related school health policies for 49 states, 19 large urban school districts, four territories
and two tribal governments.

e Between 1991 and 2009 there was a 15 percent reduction in the proportion of students who had
ever had sexual intercourse and a 32 percent increase in use of condom at last sexual intercourse.
Rates of gonorrhea among persons 15-19 years old decreased for the second year in a row in
2009.

e Published Youth Risk Behavior Surveillance—Sexual Minority Students, 2001-2009, the most
comprehensive report to date that describes the disproportionate rate of health risk behaviors
among sexual minority students.

e Increased the percentage of middle schools and high schools in which health services staff
provided HIV counseling, testing, and referrals from 11.8 percent to 39.1 percent between 2000
and 2006.

Budget Proposal: CDC's FY 2013 request for HIV Adolescent and School Health is $39,934,000, which
includes an increase to assure progress toward NHAS objectives to educate all Americans about the threat
of HIV and will be used to increase funding to state and local education and health agencies to implement
school-based HIV prevention activities, increase funding to NGOs that support HIV-prevention efforts
serving youth in high prevalence communities, and expand surveillance and monitoring to collect national
data to monitor priority health risk behaviors and school health programs and policies.

In FY 2013, CDC will:

e Increase funding by 20 percent for cooperative agreements to states, cities, territories, and tribes
to develop and implement health policies, programs, and practices and improve HIV prevention
activities for youth across the country.

e Increase funding by 10 percent for cooperative agreements to states, cities, territories, and tribes
to support implementation of the Youth Risk Behavior Survey.

e Restore funding for two NGOs to develop, deliver, and evaluate professional development
activities and follow-up support to build the skills of NGO staff members to effectively
implement programmatic efforts for all funded partners.

e Support the National Association of State and Territorial AIDS Directors (NASTAD) to assist
state and local education agencies with developing and implementing effective policies and
practices to prevent HIV, other STIs, and unintended pregnancy among students.

e Restore funding for one NGO to provide assistance to local education agencies and their health
agency partners to assess, develop, evaluate, and maintain effective school health policies.

e Restore supplemental funding to five state education agencies to implement strategies to promote
abstinence among teens and support youth development activities.
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HIV Adolescent and School Health Grant Table?

(dollars in millions) FY 2(.)11. 2 FY 2012; .FY 2013
Appropriation Enacted’ President’s Budget
Number of Awards 84 83 85
Average Award $0.232 $0.170 $0.233
Range of Awards $0.001-$0.637 $0.001-$0.327 $0.040—$0.640
Number of New Awards 0 0 85

Number of Continuing 84 83 0
Awards

'Reflects funding to state, tribal, local and territorial education agencies.
Missouri did not receive FY 2011 funding.

3Nevada did not request FY 2012 funding and Missouri did not receive any FY 2012 funding.

VIRAL HEPATITIS BUDGET REQUEST

FY 2012

(dollars in millions) FY 2011 Fy 2012 President’s | 2013 */
Appropriation Enacted FY 2012
Budget
Budget Authority $19.784 $19.672 $29.694 +$10.022
ACA/PPHF $0.000 $10.000 $0.000 -$10.000
Total $19.784 $29.672 $29.694 +$0.022

Program Overview: CDC provided critical assistance to the Assistant Secretary of Health at HHS in the
development of the HHS Action Plan for the Prevention, Care, and Treatment of Viral Hepatitis. The
Plan was designed to respond to the growing public health threat of VH, which infects between 3.5 and
5.3 million Americans. CDC continues to lead implementation of the Plan, working with state and local
health departments to prevent VH through surveillance, screening with linkage to care, education, and
vaccination. CDC continues to reduce the rates of new cases of hepatitis A virus (HAV) and hepatitis B
virus (HBV) by supporting the vaccination of infants and at-risk populations (with funding from CDC’s
immunization program). Furthermore, CDC focuses particularly on hepatitis B elimination among infants
born to women who are HBsAg+, because those infants are at highest risk for developing chronic HBV
infection and later liver cancer. Vaccination efforts for HAV and HBV also focus on adults with
behavioral risks for infection. With public health partners, CDC conducts outbreak investigations for VH.
CDC also conducts epidemiologic studies and surveillance to identify populations most at risk,
characterize sources of transmission, and monitor burden of disease and impact of CDC prevention
recommendations. CDC supports laboratory research to assess the performance of new screening tests and
monitor the circulation of variant strains that may not be prevented by current vaccines or responsive to
therapies. CDC develops recommendations for HAV and HBV vaccination, as well as HBV and HCV
screening with linkage to care and treatment. CDC supports implementation of these policies at the state
and local levels. Funding recipients are supported to address syndemics of VH, HIV, and STI through
program collaboration and service integration.

Recent accomplishments:

e Helped lead the development of the HHS Viral Hepatitis Action Plan for the Prevention, Care,
and Treatment of Viral Hepatitis, which provides a roadmap for national efforts to prevent the
transmission of new infections and to mitigate the adverse health impact of chronic infections.

e Established a baseline estimate of the proportion of the estimated 3.9 million HCV-infected
persons who are aware of their infection. This information will be used to monitor the effects of
efforts to improve screening of at-risk persons.
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Supported increased surveillance of VH in 10 state and local health departments, and supported a
national survey to assess knowledge and receipt of VH prevention services among racial and
ethnic minority communities across the United States.

Detected the re-emergence of HCV transmission among adolescents and young adults and HCV
transmission among HIV-infected MSM.

Revised CDC surveillance reports to report data regarding persons living with HBV and HCV
infection, VH mortality, and outbreak investigations.

Budget Proposal: CDC’s FY 2013 request of $29,694,000 for VH is an increase of $22,000 above the FY

2012 level. Funds will be used to address the goals in the HHS Action Plan for Viral Hepatitis. CDC will
seek to: reduce VH related morbidity and mortality by expanding access to testing and vaccination, link
infected persons to care and treatment, improve interventions to prevent HCV transmission among
adolescents and young adults, revise hepatitis B vaccine recommendations, implement programs for at-
risk adults and case management of infants born to HBV-infected mothers, and raise awareness about VH
among at risk persons and their health care providers.

In FY 2013, CDC will:

Detect VH transmission, monitor health disparities, and guide the implementation of
recommended prevention services in up to 10 high-burden state and local health departments.

Support adult viral hepatitis coordinators in all states and several large cities to provide local
leadership in viral hepatitis prevention.

Develop and implement science-based community education campaigns to address HBV health
issues facing many Asian/Pacific Islanders and HCV health issues facing African Americans and
Hispanics.

Educate health care providers, public health professionals, and social service providers about
prevention and testing strategies to reach persons at risk for chronic infection.

Promote testing, counseling, and referrals to care for persons chronically infected with HBV and
HCV.

Identify and implement strategies to improve HAV and HBV vaccination coverage among
vulnerable populations.

Work to eliminate HBV transmission in the United States by promoting HBV screening of
pregnant women, referring those who are infected to appropriate care, providing timely
vaccination to their infants and family members, and vaccinating adults at risk of infection in
public health settings.

Implement revised recommendations to guide HCV screening and referral to care.
Investigate outbreaks and modes of transmission of VH, as requested by states.

Conduct prevention research to determine the long-term effectiveness of HAV and HBV
vaccines, and to assess the role of vaccination in preventing transmission among populations not
currently recommended to receive these vaccinations.

Monitor access to and utilization of prevention services via national and multi-state surveys.

Work with global partners to implement VH surveillance and prevention in high-burden
countries.
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SEXUALLY TRANSMITTED INFECTIONS BUDGET REQUEST

(dollars in millions) Py 2011 Frooe il FY 20
Appropriation Enacted Budaet FY 2012
... budget

Budget Authority $154.666 $153.788 $153.886 +$0.098

Program Overview: CDC reduces the domestic prevalence of sexually transmitted infections (STIs); such
as chlamydia, gonorrhea, and syphilis, and their sequelae, including poor reproductive outcomes such as
pelvic inflammatory disease, infertility, and increased risk of HIV infection, and reduces health
disparities. CDC focuses on preventing infections among the two population groups with the highest
burden of infection: adolescents and young adults, and MSM. CDC also addresses individual and social
factors and other determinants of health that affect STI outcomes among disproportionately affected
populations.

CDC monitors the national occurrence of STIs and conducts epidemiologic and health services research
for STI prevention and control. CDC assures the provision of quality STI services in both the public and
private sectors through technical assistance and training; education for providers, patients, and the public;
serving as a national STI reference laboratory; and developing guidelines and recommendations for STI
prevention and control nationally. CDC distributes funds to state and local STI programs through the
Comprehensive STI Prevention Systems (CSPS) cooperative agreement. CDC supports funded recipients
to address syndemics of HIV, VH, and TB through PCSI.

Through the National Infertility Prevention Project (IPP) CDC provides assistance to state and local STI
prevention programs to prevent the spread of chlamydia and gonorrhea. If left untreated, these infections
can lead to pelvic inflammatory disease, infertility in women, and ectopic pregnancy. Through IPP, CDC
supports assessment of screening and laboratory services through surveillance and data management
systems; and assures provision of services for poor, uninsured, young, sexually active women and their
sexual partners by working with primary care providers in the community, including family planning
clinics and community health centers.

Through the National Network of STI/HIV Prevention Training Centers (PTCs), CDC develops, delivers,
and evaluates STI clinical and laboratory training courses, materials, and other activities on the diagnosis,
treatment, and prevention of STIs and HIV in order to meet the training needs of public and private sector
health professionals throughout the United States. PTCs are a group of regional centers, each created as a
partnership between academic institutions and a state or local public health department. These
investments in STI prevention, including screening and other prevention strategies, not only avert
infections and improve the health outcomes of the nation, but are cost-effective because of the high—and
increasing—economic burden associated with STIs and their sequelae.

Recent accomplishments:

e Developed a cephalosporin-resistant N. gonorrhoeae response plan. Elements of the plan include:
1) a surveillance case definition of cephalosporin-resistant gonorrhea, 2) a proposal to monitor
treatment failures, 3) guidance for treatment of patients who experienced treatment failure, 4)
guidance for partner management, and 5) outbreak investigation tools. The response plan was
informed by a consultation with external partners and will be updated as new surveillance data
are available.

e Collaborated with the WHO to develop estimates of the global burden of congenital syphilis
using data from 77 countries. These new estimates include syphilis testing in pregnancy and were
presented to the Child Health Epidemiology Research Group and published in the 2010 WHO
progress report Towards universal access: Scaling up priority HIV/AIDS interventions in the
health sector.
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Developed and disseminated coding guidelines and prepared a list of laboratories that are verified
under the Clinical Laboratory Improvement Amendments to test rectal and pharyngeal specimens
for chlamydia and gonorrhea using nucleic acid amplification tests in order to increase adoption
of non-genital gonorrhea and chlamydia screening recommendations for MSM.

Provided expert advice and analysis to the Advisory Committee on Immunization Practices to
inform recommendations for HPV vaccination.

Developed and published laboratory recommendations for the detection of infections caused by
syphilis, chlamydia, and gonorrhea. These recommendations will provide information for
laboratory directors to assist clinicians, laboratorians, and the STI public health workforce in the
selection and use of appropriate laboratory tests, their interpretation, and any necessary adjunct or
follow-up testing. This will allow laboratory results to be better used by clinicians and the STI
public health workforce to identify infected persons for treatment, counseling, and follow-up as
warranted.

Budget Proposal: CDC’s FY 2013 request of $153,886,000 for STIs is an increase of $98,000 above FY

2012.

In FY 2013, CDC will:

Increase emphasis on preventing infections among adolescents, young adults, and MSM.
Expand domestic and global efforts to eliminate congenital syphilis.

Provide financial and technical assistance to 65 state and local STI prevention programs to
strengthen assessment (including surveillance and evaluation) and assurance capacity through the
CSPS program.

Reduce infertility caused by STIs by providing financial support and technical assistance to 65
state and local project areas to conduct assessment and assurance for chlamydia and gonorrhea
screening and treatment through the IPP.

Prevent reinfection with C. trachomatis and N. gonorrhoeae and increase options available to
treat sexual partners of infected women by providing assistance to STI prevention programs with
implementation of Expedited Partner Therapy (EPT).

Monitor changing resistance and antimicrobial susceptibility patterns in N. gonorrhoeae in the
United States by supporting a network of regional laboratories providing standardized testing on
all isolates using a standard protocol.

Implement a cephalosporin-resistant N. gonorrhoeae response plan.

Support the WHO Gonococcal Antimicrobial Surveillance Programme (GASP) in the Western
Pacific and Southeast Asia Regions to enhance global surveillance in regions where resistance is
likely to first emerge.

Assess effectiveness of various approaches to notify exposed partners of MSM (e.g., internet-
based, patient-delivered) to improve STI prevention and control in areas of high STI and HIV
morbidity among MSM.

Enhance screening, partner services, and other evidence-based interventions in state and local
areas with high levels of syphilis.

Promote adoption of CDC recommendations for STI prevention and treatment services through
work with other federal agencies and nonprofit and private partners.
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e Increase health care providers’ knowledge and skills in the areas of sexual and reproductive
health by supporting state-of-the-art educational opportunities, including experiential learning
through a network of STI/HIV Prevention Training Centers and developing guidelines for
screening and treatment of STIs, STI diagnostics and laboratory practice, and partner
management.

e Improve electronic reporting and collection of core data elements, including gender of sex
partners and social determinants of health.

e Support 12 sites to participate in the STI Surveillance Network (SSuN), a sentinel clinic and
population based surveillance system to monitor behavioral and clinical trends.

e Increase the use of nucleic acid amplification screening tests for non-genital chlamydia and
gonorrhea, especially in the care of sexually active MSM, through clinical provider training and
outreach.

Comprehensive STD Prevention Services Cooperative Agreement Grant Table

FY 2011 FY 2012 FY 2013

(dollars in millions) Appropriation Enacted President’s Budget

Number of Awards 65 65 65
Average Award $1.558 $1.555 $1.555
Range of Awards $0.044-$6.777 $0.043-$6.724 $0.043-$6.724
Number of New Awards 0 0 0
Number of Continuing

Awards 65 65 65

TUBERCULOSIS BUDGET REQUEST

FY 2011 FY 2012 FY 2013 FY 2013 +/-

A President’s
Appropriation Enacted Budget FY 2012

Budget Authority $141.100 $140.298 $135.691 -$4.607

(dollars in millions)

Program Overview: CDC controls the spread of TB in the United States and works to achieve its
elimination. CDC'’s activities include providing technical assistance, training and education on TB control
and elimination; monitoring the occurrence of TB in the United States; serving as a national reference
laboratory for TB,; assisting in outbreak investigations across the United States; and supporting
epidemiologic, laboratory, and clinical research to identify factors associated with transmission and to
develop and assess faster, shorter, and more reliable tests and treatments for TB. State and local TB
programs are the vanguard against TB and drug-resistant TB in the United States. CDC provides funding
and technical assistance to these programs to conduct TB surveillance, ensure treatment to cure (each case
requires six to nine months of therapy and daily observation by specially trained workers with every dose
of medicine), identify infected contacts, and provide community training and outreach. CDC will continue
to support funding recipients to address syndemics of HIV, VH, and STIs through PCSI.

Recent accomplishments:

e Published in the MMWR new guidelines for isoniazid and rifapentine for the treatment of persons
with latent TB infection (LBTI). These guidelines are based on ground-breaking research
supported by CDC to develop a shorter therapy for LTBI. The new therapy offers a once weekly,
12-week regimen as an alternative to daily dosing over nine months for most persons with LTBI.

e Launched the new Tuberculosis Epidemiology Studies Consortium, funding 10 new sites and
shifting research focus to LTBI.
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e Implemented CDC’s service to state health departments for molecular drug detection of drug
resistance, shortening the time to results from 42 to two days and enabling providers to ensure
that prescribed treatments are effective.

e Provided outbreak investigation assistance and program support in the Navajo Nation in Arizona;
a Puerto Rico health care facility; Kane County, Illinois; and multidrug-resistant TB in the
Republic of the Marshall Islands.

e Published the report of the clinical trial in Botswana demonstrating that 36 months of isoniazid is
superior to six months of therapy for latent TB in HIV-infected persons, and successfully
evaluated a screening algorithm in Southeast Asia to detect TB in HIV-infected persons. Both of
these studies were crucial part of the evidence base for updated WHO policy recommendations
for TB control.

e Developed and implemented the Quality Assurance for TB Surveillance Data Training to ensure
excellence in program reporting of TB data for surveillance and epidemiology purposes.

e Updated and published “Core Curriculum on Tuberculosis: What the Clinician Should Know” to
strengthen the knowledge of clinicians with responsibility for diagnosing and treating TB and
LTBI.

Budget Proposal: CDC’s FY 2013 request of $135,691,000 for TB is a reduction of $4,607,000 below the
FY 2012 level. CDC will work with partners to implement this reduction in a way that maintains a focus
on TB control for the most urgent cases, especially outbreaks that have already resulted in deaths or
permanent neurological or other damage to health, as well as cases that are multi-drug resistant.

In FY 2013, CDC will:

e Support TB prevention, control, and laboratory programs in all 50 states, Washington D.C. and
eight dependent areas.

e Assure an adequate supply of workers with training in TB diagnosis and treatment through
support of four regional training and medical consultation centers.

e Support research to enhance programmatic approaches to TB and develop more effective and
better tolerated drug regimens for curing LTBI to prevent future cases and disease. Support
research to improve TB therapy in children, and in persons with HIV infection, diabetes, other co-
morbidities, and drug-resistant TB.

e Build TB surveillance, program, laboratory, and health systems capacity in countries with high
burdens of TB, TB/HIV, and drug-resistant TB, as well as countries of strategic interest for
domestic TB elimination efforts, including countries in Latin America, Eastern Europe, Asia, and
Africa.

TB Prevention and Control Cooperative Agreement Grant Table*

FY 2011 FY 2012 FY 2013
Appropriation Enacted President’s Budget

(dollars in millions)

Number of Awards 68 68 68
Average Award $1.344 $1.344 TBD'
Range of Awards $0.869-$8.599 $0.869-$8.599 TBD!
Number of New

Awards 0 0 0
Number of Continuing 68 68 68
Awards

A new funding formula will take effect in FY 2013.
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NARRATIVE BY ACTIVITY
HIV/AIDS, VIRAL HEPATITIS, SEXUALLY TRANSMITTED INFECTIONS, AND TUBERCULOSIS

BUDGET REQUEST

Most Recent FY 2012 FY 2013 +/- FY
Measures Result Target FY 2013 Target 2012
HIV Prevention
2.A: Areas funded for HIV FY 2011: 65 67 67 No Change
prevention (Output)
2.B: Number of jurisdictions
funded for enhanced, FY 2011: 12 12 0 12
comprehensive HIV prevention
planning activities (Output)*
2.C: Areas funded for
HIV/AIDS surveillance FY 2011: 65 65 65 No Change
(Output)
2.D: Number of areas funded to
estimate HIV incidence FY 2011: 25 25 25 No Change
(Output)
2.H: Number of community-
based organizations (CBOs) FY 2011: 133 133 133 No Change
funded to support community
level interventions (Output)?
2.1: Number of jurisdictions
funded for enhanced testing FY 2011: 30 34 34 No Change
activities (Output)

" The enhanced comprehensive HIV prevention planning program will end in 2012; therefore FY 2013 targets have been reduced to zero.
ZReflects CDC’s main directly funded CBO program 10-003.

hepatitis prevention
coordinators (Output)*

Most Recent FY 2012 FY 2013 +/- FY
Measure Result Target FY 2013 Target 2012
Viral Hepatitis
2.J: Number of states or
cities funded for enhanced FY 2011: 9 9 9 No change
viral hepatitis surveillance
(Output)
2.K: Number of states or
cities funded for adult viral FY 2011 55 55 55 No change

Yhis program will be recompeted in 2013; results may vary depending upon that competition
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Measures

Most Recent
Result

FY 2012
Target

FY 2013 Target

FY 2013 +/- FY
2012

Sexual

ly Transmitted Infect

ions

2.L: Number of
grantees receiving
technical and financial
assistance for sexually
transmitted infection
prevention (Output)

65

65

65

No change

2.M: Number of
Syphilis Elimination
Programs funded
(Output)*

FY 2011: 37

37

37

No Change

2.N: Number of
Regional Infertility
Programs funded
(Output)

FY 2011: 10

10?

10?

No Change

2.0: Number of
STI/HIV Regional
Prevention Training
Centers funded
(Output)

FY 2011: 10

Maintain

No change

“The number of programs funded annually for this activity is determined by a formula for which some data are not yet available.
2Estimated based on prior year results. The Regional Infertility Program will be recompeted in 2012 and the number of infertility programs to

be funded is not yet finalized.

Measures

Most Recent
Result

FY 2012
Target

FY 2013 Target

FY 2013 +/- FY
2012

Tuberculosis

2.R: Number of cities,
states, and territories
provided financial and
technical aid to
conduct tuberculosis
prevention and control
activities and collect
tuberculosis
surveillance data
(Output)

FY 2011: 68

68

68

No Change

2.S: Number of TB
research consortia
funded (Output)

FY 2011: 2

No Change
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PERFORMANCE

Program: Domestic HIV/AIDS Prevention and Research

NARRATIVE BY ACTIVITY
HIV/AIDS, VIRAL HEPATITIS, SEXUALLY TRANSMITTED INFECTIONS, AND TUBERCULOSIS

BUDGET REQUEST

NHAS Performance Measures and CDC Contextual Indictors for Long Term Objective: Reduce new HIV infections

NHAS Measures Most Recent Result FY 2015 Target
2.1.1: Decrease the annual HIV incidence (Outcome) FY 2009: 48,100 36,450"
(Historical Actual)
2.1.2: Reduce the HIV transmission rate per 100 FY 2006: 4.4% 31061
persons living with HIV (Outcome) (Baseline) =70
2.1.3: Increase the percentage of people living with FY 2008: 80.0% 90%
HIV who know their serostatus (Outcome) °
1Some results have been updated based on improved methodologies.
Performance Measures for Long Term Obijective: Reduce new HIV infections
Measure Most Recent E:azc?:g FY 2013 FY 2013 +/-
Result Target FY 2012
Target
2.1.4: Increase the percentage of FY 2009:
people diagnosed with HIV infection at 42.5% o 0 +1 50
earlier stages of disease (not CDC (Historical 46.0% 41.5% 1.5%
stage 3: AIDS) (Outcome) Actual)
2.1.7: Increase the proportion of .
adolescents (grades 9-12) who abstain FY 2009:
: 86.9% L
from sexual intercourse or use N/A 86.9% Maintain
- 1 (Target Not
condoms if currently sexually active
Met)
(Outcome)

! Targets and results are set and reported biennially.

NHAS Performance Measures and CDC Contextual Indictors for Long Term Objective: Increase access to care and
improve health outcomes for people living with HIV

Most Recent FY 2015
NHAS M
> Measures Result Target
. ; ; ; ; . FY 2007:
2.2.1: Increase the proportion of newly diagnosed patients linked to clinical 65 00t 859
care within three months of their HIV diagnosis (Outcome) (Basélir:e) °

Performance Measures for Long Term Obijective: Increase access to care and improve health outcomes for people living

with HIV*
Most Recent FY 2012 FY 2013 FY 2013 +/-
Measure Result S Target FY 2012
Target

2.2.2: Increase the percentage of HIV- FY 2009:

infected persons in publicly funded 69.4% 72 0% 73.5% +1.5%
counseling and testing sites who were (Target ' ' '
referred to Partner Services (Outcome) Exceeded)
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Measure Most Recent Ilzz\r:azc(t):g FY 2013 FY 2013 +/-
Result Target FY 2012
Target
2.2.3: Increase the percentage of HIV- .
infected persons in CDC-funded F\5(72g$9'
counseling and testing sites who were o7 66.0% 68.0% +2%
. . (Target Not
referred to HIV prevention services
Met)
(Outcome)
2.2.4: Increase the number of states
that report all CD4 and viral load FY 2010: 25
. : 31 36 +5

values for HIV surveillance purposes (Baseline)
(Output)
2.2.5: Increase the number of states )
with mature, name-based HIV FY 2010: 46 50 50 Maintain

. (Target Met)
surveillance systems (Output)
2.2.6: Reduce the number of new .
AIDS cases among adults and F\EBZSS%?{“S'S 12.9 12.7 -0.2
adolescents per 100,000 (Outcome)

Results reflect, in part, impact of funding from ACA/PPHF.

Performance Trends: HIV interventions, such as HIV testing, HIV partner services, and counseling and
education, demonstrate cost effectiveness and a reduced risk of HIV acquisition or transmission. For
every HIV infection prevented, an estimated $367,000 is saved in the cost of providing lifetime HIV
treatment>—a significant cost-savings for the federal government, which spent an estimated $14.1 billion
on healthcare for persons living with HIV in 2011, with most costs attributed to Medicare and Medicaid.
Between 1992 and 2006, HIV prevention efforts in the U.S. averted more than 350,000 HIV infections
and more than $125 billion in direct medical costs. For the estimated 50,000 newly infected persons with
HIV annually, lifetime medical care and treatment total more than $18 billion. CDC estimates that, over a
five-year time horizon, health department and community-based organization prevention programs are
cost-saving, and preventing HIV infections saves more than $6.4 billion in medical costs.*

CDC slightly revised its HIV performance measures for FY 13, establishing long-term targets to better
align with the National Health AIDS Strategy (NHAS) and incorporate lessons learned from monitoring
its performance measures. CDC will refine methods to monitor other NHAS priorities, such as linkage
and access to care (percentage of persons diagnosed with HIV who have a CD4 (cluster of
differentiation 4) or viral load result reported within three months of diagnosis) and disparities in
community viral load (percentage of HIV-diagnosed men who have sex with men (MSM), Blacks and
Hispanics with undetectable viral load). CDC led national governmental efforts to prevent HIV from the
outset of the epidemic. HIV incidence declined significantly from approximately 130,000 cases per year
in the mid-1980s to approximately 50,000 cases per year today due to numerous federal, state, local
government and community response efforts. While overall rates remained relatively stable for the past
decade, rates declined among certain groups (e.g., injection-drug users (IDUs)), remained stable in others
(high-risk heterosexual men and women of all races), and increased among young, African American

25chackman BR, Gebo KA, Walensky RP, et al. The lifetime cost of current human immunodeficiency virus care in the U.S. Med Care 2006
Nov;44(11):990-97.

® Kaiser Family Foundation. U.S. Federal Funding for HIV/AIDS: The President’s FY 2012 Budget Request. October 2011. Available at
http://www.kff.org/hivaids/upload/7029-07.pdf. Accessed on 1/5/2012.

4 Lasry, A., et al., A model for allocating CDC’s HIV prevention resources in the U.S. Health Care Manag Science,2011. 14(1): 115-124.
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MSM. HIV transmission rates declined by approximately 90 percent since the early 1980s and by about
33 percent over the last decade (from an estimated eight transmissions per 100 persons living with HIV in
1997 to 4.4 in 2006). CDC will achieve HIV incidence and transmission targets by refocusing its core
prevention programs and by expanding efforts aimed at the most vulnerable populations (Measures 2.1.1,
2.1.2). These efforts are evidenced by changes to CDC funding announcements for health departments
and community-based organizations to follow CDC’s high-impact approach to HIV prevention (released
in 2011).

Ensuring that those with HIV are aware of their infection is a key strategy for both improving the health
of those infected and for preventing HIV transmission. The estimated proportion of HIV+ persons who
are aware of their HIV status increased from 75 percent in 2003 to 80 percent in 2008. In 2009, CDC-
funded programs conducted approximately 3.2 million HIV tests and expanded routine HIV testing in
health care settings. One major CDC initiative to expand HIV testing in communities with a
disproportionate burden of HIVV/AIDS was evaluated, and results show that 2.8 million people were tested
for HIV from 2007 to 2010. Through the initiative, CDC and its grantees newly diagnosed more than
18,000 persons with HIV infection, preventing an estimated 3,381 new HIV infections. This initiative was
cost-saving, averting approximately $1.2 billion in direct medical costs.

CDC exceeded its 2008 targets for increasing the proportion of HIV-infected people in the U.S. who
know they are infected and increasing the proportion of people with HIV diagnosed before progression to
AIDS. CDC set new targets for knowledge of serostatus, consistent with NHAS and developed a better
measure of early diagnosis (i.e., the percentage of persons diagnosed with HIV infection at earlier stages
of disease [not CDC stage 3: AIDS]) (Measures 2.1.3, 2.1.4). CDC provided training to agencies to
implement proven effective behavioral interventions, training 935 agencies in 2009.

Scientific reviews document that school health programs can positively impact health-risk behaviors,
health outcomes, and educational outcomes. CDC-led studies demonstrate how school health programs
can be cost effective. For example, every dollar invested in school HIV, STI, and pregnancy prevention
efforts saves $2.65 in medical and social costs. These efforts address NHAS imperatives to provide age-
appropriate HIV and ST1 education for all Americans. In FY 2009, 86.9 percent of adolescents in grades 9
to 12 abstained from sexual intercourse or used condoms if currently sexually active. Although CDC
didn’t meet its FY 2009 target, performance improved from the previous actual in FY 2007 of 86.7
percent. CDC strategies to improve performance for this measure focus on school health programs, which
play a unique and important role in the lives of young people by improving their health knowledge,
attitudes and skills, health behaviors and outcomes, educational outcomes, and social outcomes. CDC
emphasizes a coordinated, comprehensive, and collaborative approach to school health that focuses on
strengthening the health infrastructure of state and local education agencies and schools to address critical
health issues including HIVV/AIDS, STls, and teen pregnancy prevention. In the long term, the program
aims to increase the proportion of adolescents in grades 9 to 12 who abstain from sexual intercourse or
use condoms if sexually active (Measure 2.1.7).

CDC targets are consistent with NHAS—to increase the proportion of newly diagnosed persons who are
linked to clinical care within three months of their HIV diagnosis. Through its health department and
directly funded community-based organization (CBO) programs that provide HIV testing, CDC ensures
that persons living with HIV are linked to clinical care and referred to partner and prevention services.
CDC also expands HIV testing in health care and other settings. In the new, recompeted CBO program
(2010), CDC strengthened the requirement for directly funded CBOs to link individuals living with HIV
to medical care (including screening for STIs, VH, and TB), partner services, prevention services, and
other support services. Grantees must also implement a tracking system to determine whether individuals
successfully accessed referral services in a timely manner. Newly available baseline data lay the
foundation to track the progress of CDC-funded programs, and established targets will improve
performance and guide technical assistance efforts. (Measures 2.2.1, 2.2.2, 2.2.3).

FY 2013 CONGRESSIONAL JUSTIFICATION
82



NARRATIVE BY ACTIVITY
HIV/AIDS, VIRAL HEPATITIS, SEXUALLY TRANSMITTED INFECTIONS, AND TUBERCULOSIS
BUDGET REQUEST

CDC monitors the HIV and AIDS epidemic through the national HIV surveillance system and uses the
data to direct prevention efforts and provide researchers, policymakers, and the public with a timely
understanding of the U.S. HIV epidemic . HIV and AIDS case surveillance data meet high standards for
completeness of reporting (more than 80 percent of diagnosed cases are reported). Adopted by all 50
states, CDC’s recommendation to conduct confidential, name-based HIV infection surveillance resulted
in a more accurate picture of the epidemic in the U.S., better planning for prevention programs, and
improved resource allocation. As states’ reporting systems mature, CDC will incorporate HIV
surveillance data from more states in its analyses. In FY 2010, 46 states used mature, name-based HIV
surveillance systems, an increase of six states over the previous year (Measure 2.2.5). CDC continues to
monitor the progression from HIV infection to AIDS among people living with HIV and will increase the
availability of data on the health status of people living with HIV. In collaboration with state health
departments, CDC will better monitor the effects of HIV medical care through expanded reporting of
CD4 and viral load test results through HIV surveillance programs. CDC expects progress on these
performance measures as surveillance of CD4 and viral load test results expands and more persons living
with HIV are diagnosed earlier, linked to medical care, and retained in care. CDC expects this to lead to
fewer AIDS cases , improve health among people living with HIV, reduce risk of HIV transmission as
HIV viral load is reduced, and reduce health care costs. CDC set targets to reduce new AIDS cases among
adults and adolescents, and its objective for all state HIV surveillance programs to report HIV diagnoses
and CD4 and HIV viral load data reflects recognition of the importance of these key data for planning and
monitoring prevention and medical care. (Measures 2.2.4, 2.2.6)

HIV causes significant disparities in health among affected populations, including new HIV infections
and health outcomes, among those who are living with HIV. MSM, blacks, and Hispanics are especially
affected. Also, there are disparities in health outcomes among people living with HIV, as blacks and
Hispanics are less likely to receive the full benefits of HIV medical care and treatment. A nationally
representative sample of people with HIV in medical care found that blacks and Hispanics were less
likely than whites to be prescribed HIV antiretroviral therapy or to achieve very low HIV viral load
levels. Efforts to increase HIV testing and improve linkage to medical care are critical to lowering HIV
viral load and improving the health of people living with HIV. CDC builds the capacity of indigenous
organizations; these organizations make important contributions to the substantial decreases in HIV
transmission rates and improvements in knowledge noted above.

Program: Viral Hepatitis

Performance Measures for Long Term Objective: Reduce the rates of viral hepatitis in the United States.

Measure Most Recent E:azc?:g FY 2013 FY 2013 +/-
Result Target FY 2012
Target

2.6.1: Reduce the rate of new cases of F\;lé%ogog 6

hepatitis A (per 100,000 population) (Tar’get 0.9/100,000 0.5/100,000 -0.4

(Outcome) Exceeded)

2.6.2: Reduce the rate of new cases of F\;lf)%ogog 1

hepatitis B (per 100,000 population) (Tar'get 1.5 /100,000 1.4/100,000 -0.1

(Outcome) Exceeded)

2.6.4: Increase the number of state

and local health departments reporting EY 2010° 9 o

acute viral hepatitis data of sufficient (Target Met) 10 10 Maintain

quality to be included in national

surveillance reports (Output)
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Measure Most Recent EIai?ig FY 2013 FY 2013 +/-
Result Target FY 2012
Target

2.6.5: Among minority communities

. 0
experiencing health disparities, FY 2010: 39%

increase the portion of persons who (T&rgte me 44% 44% Maintain
have been tested for hepatitis B virus Improved)

(Outcome)

Performance Trends: In the U.S., illness from viral hepatitis (VVH) is mainly caused by the hepatitis A, B,
and C viruses (HAV, HBV, and HCV). Before the 1996 implementation of Advisory Committee on
Immunization Practices (ACIP) recommendations for hepatitis A immunization, there were an estimated
average of 271,000 infections an estimated 100 persons died as a result of acute liver failure attributed to
HAV each year. Through the implementation of effective immunization strategies, HAV incidence
decreased approximately 95 percent nationwide since 1995. The 2009 rate of 0.6 cases per 100,000
surpasses the Healthy People 2010 target of 2.4 cases per 100,000 and is the lowest rate of new cases
recorded to date. CDC expects that the expansion of 2006 recommendations for routine hepatitis A
vaccination, which now include all children in the U.S. aged 12-23 months, will reduce hepatitis A rates
even further (Measure 2.6.1).

Similar declines in HBV incidence occurred among all age groups, but are greatest among children under
15 years of age. HBV incidence is well below the original Healthy People 2010 target of 4.5 cases per
100,000, and the 2009 rate of 1.1 cases per 100,000 (the latest available) is the lowest rate of new cases
recorded. Declines over the past decade are linked to the successful vaccination strategy execution, as
well as increases in screening and awareness. More than 95 percent of pregnant women in the U.S. are
screened for HBV infection during pregnancy, reducing perinatal transmission risk. Even with declining
incidence, 95 percent of new cases are now among adults, and the number of persons with chronic HBV
infection remains high—(between 800,000 and 1.4 million). CDC provided technical analyses to the
Advisory Committee on Immunization Practices (ACIP) to expand recommendations for adult HBV
vaccination to include persons with diabetes aged 20-59. Chronic HBV infection is a significant cause of
cirrhosis and liver cancer among disproportionately-affected populations. Published studies indicate that
expanded screening of populations most affected is cost-effective. One such study indicates that expanded
screening among Asian Americans would cost $40,000 per quality-adjusted life year (QALY) gained. For
these reasons, CDC established targets to increase screening for HBV among minority populations
(Measures 2.6.2, 2.6.5).

HCV incidence declined from 290,000 cases per year to an estimated 16,000 per year between 1989 and
2009, largely as a result of decreases in infections among IDUs, and successful efforts to screen the U.S.
blood supply. However, transmission among IDUs and outbreaks of HCV related to health care settings
remain an important transmission source . Further, between 2.7 and 3.9 million Americans have HCV,
and most are unaware of their infection. Estimates from a CDC model indicate that, without enhanced
interventions to identify and treat the estimated 2.8 million Americans in primary care who are
chronically infected with HCV, 1.47 million will develop cirrhosis, 350,000 will develop liver cancer, and
897,000 will die from complications of hepatitis C. Preliminary projections from a CDC model indicate
that expanding current HCV screening and care to include routine one-time screening of all persons born
between 1945 to 1965 (compared with current risk-based screening) would reduce deaths due to HCV by
86,000 at a cost of $29,000 per QALY gained. To improve hepatitis prevention and control efforts, CDC
is assisting states in improving viral hepatitis surveillance. Currently nine states completed the reporting
needed for national reports, and CDC will increase this number by at least one state in 2012.
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Measure Most Recent E:azcct):g FY 2013 FY 2013 +/-
Result Target FY 2012
Target
2.7.1: Reduce pelvic inflammatory FY 2010: 113,000
disease in the U.S. (Outcome) (Target Not Met) 84,709 99,667 +14,958
2.7.2a: Reduce the percentage of ) 0
high-risk women aged 16-20 infected FY %ggge&gec)m % 12.98% 12.75% -0.23
with chlamydia (Outcome)
2.7.2b: Reduce the percentage of ) 0
high-risk women aged 21-24 infected | | " (zggsge'l i?]'ez)"' %1 7.84% 7.7% 0.14
with chlamydia (Outcome)
2.7.4a: Reduce the rate of gonorrhea :
per 100,000 population in women FY(EZ;(;SS[H?E)LLS 714.56 708.4 -6.16
aged 16-20 (Outcome)
2.7.4b: Reduce the rate of gonorrhea )
per 100,000 population in women FY(éggsl'i:‘?)L? 533.4 528.8 -4.6
aged 21-24 (Outcome)
2.7.5: Reduce the racial disparity of FY 2009: 14.6 :1
gonorrhea in women aged 16-24 ratio 13.2 :1ratio 12.9 :1 ratio -0.3
(Outcome) (Baseline)
2.7.6a: Increase the proportion of
sexually active women aged 16—20 FY 2010: 54.6
enrolled in Medicaid health plans who (Target Not Met 60.0 61.8 +1.8
are screened for Chlamydia infections but Improved)
(Outcome)
2.7.6b: Increase the proportion of
sexually active women aged 16— .
20 enrolled in commercial health plans ('F;:gi(t)%\(l)(.)tzll(\)/igt) 48.7 50.8 +2.1
who are screened for Chlamydia
infections (Outcome)
2.7.6¢: Increase the proportion of
sexually active women aged 21-24 FY 2010: 62.3
enrolled in Medicaid health plans who (Target Not Met 69.4 72.1 +5.3
are screened for Chlamydia infections but Improved)
(Outcome)
2.7.6d: Increase the proportion of
sexually active women aged 21-24 FY 2010: 45.7
enrolled in commercial health plans (Target Not Met 54.8 57.7 +2.9
who are screened for Chlamydia but Improved)
infections (Outcome)
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Performance Measures for Long Term Objective: Eliminate congenital syphilis

Measure Most Recent 'I:E\r:azcgig FY 2013 FY 2013 +/-
Result Target FY 2012
Target

ey i | P 200933

women aged 15-44 (per 100,000 (jittzgl‘;a' 3 2.91 -0.03

population) (Outcome)

2.9.2: Reduce the incidence of F\;l%%lgagj

congenital syphilis per 100,000 live (Tar, ot 18.5/100,000 9.97 /100,000 -8.53

births. (Outcome) Excee?je d)

2.9.3: Increase percentage of pregnant FY 2008:

women screened for syphilis at least 78.3% 80.6% 81.3% +0.7%

one month before delivery (Outcome) (Baseline)

2.Q: Percentage of STI Sentinel

Surveillance Sites reporting gender of | FY 2009: 100%

sex partner for gonorrhea and primary (Historical 100% 100% Maintain

and secondary syphilis in men Actual)

(Output)

Performance Trends: CDC assures the provision of quality sexually transmitted infections (STI) services
in both the public and private sectors through technical assistance and training. CDC provides technical
and financial assistance to state and local programs to address sexually transmitted infections. CDC’s
long-term objectives are to reduce pelvic inflammatory disease (PID) and eliminate congenital syphilis.
PID is a major cause of infertility, ectopic pregnancy, and chronic pelvic pain. Infections due to
Chlamydia trachomatis and Neisseria gonorrhea are major causes of PID. Data from a randomized
controlled trial of Chlamydia screening in a managed care setting suggested that screening programs can
lead to as much as a 60 percent reduction in the incidence of PID (Measures 2.7.1-2.7.6). Congenital
syphilis is a preventable disease which could be eliminated through consistent and effective antenatal
screening and treatment of infected pregnant women. Elimination of congenital syphilis would contribute
to reductions of lost pregnancies, preterm/low birth weight infants, and prenatal death (Measure 2.9.1,
2.9.2,2.9.3).

Improvements in screening and investments in other prevention strategies will not only avert infections
and improve the health outcomes of the nation but will be cost-effective because of the high, and
increasing, economic burden associated with STls and their sequelae®. Reductions in gonorrhea and
syphilis from 1990 to 2003 greatly reduced the economic burden of these diseases with $6.5 billion in
estimated savings (2010 dollars). Published estimates of cost-effectiveness of Chlamydia screening in
sexually active young women range from about $2,500-$37,000 per QALY.

Targeted STI prevention programs are successful in reducing disease. Between 2000 and 2009,
Chlamydia screening of young women ages 16-25 enrolled in U.S. commercial or Medicaid health plans
increased by 85.8 percent. Between 1988 and 2009, screening programs supported by CDC in HHS
Region 10 (serving Alaska, Idaho, Oregon, and Washington) demonstrated a decline in Chlamydia
positivity rate of 46 percent (from 11.1 percent to 6.0 percent) among 15 to 24 year-old women in

5 Chesson HW, et al. The estimated direct medical cost of sexually transmitted diseases among American youth, 2000. Perspectives on Sexual
and Reproductive Health 2004, 36(1): 11-19. Also: Maciosek, M, et al. Priorities Among Effective Clinical Preventive Services: Results of a
Systematic Review and Analysis. American Journal of Preventive Medicine, 2006; (31) 1, 52-61.
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participating family planning clinics (Measure 2.7.6a-d). In addition, from 1999 to 2009, primary and
secondary syphilis rates among females declined by 30 percent and rates of congenital syphilis declined
by 32 percent (Measure 2.9.2). Screening and providing treatment is a key strategy to control treatable
STIs. CDC works with partners to inform healthcare providers of screening recommendations and
implements strategies to encourage adherence to recommendations. Monitoring progress in screening and
reducing disease burden informs programmatic priorities and resource allocation.

Program: Tuberculosis

Performance Measures for Long Term Objective: Decrease the rate of cases of tuberculosis (TB) among U.S.-born

persons in the U.S.

Measure Most Recent E:azcct):g FY 2013 FY 2013 +/-
Result Target FY 2012
Target
2.8.1: Decrease the rate of cases of F\;l%%lgog 5
tuberculosis among U.S.-born persons ' 1.7 /100,000 1.7 /100,000 Maintain
(per 100,000 population) (Outcome) (Target
’ Exceeded)
2.8.2: Increase the percentage of newly FY 2008:
diagnosed TB patients who complete 84.6%
treatment within 12 months (where (Target Not 88% 88% Maintain
<12 months of treatment is indicated) Met but
(Outcome) Improved)
2.8.3: Increase the percentage of FY 2010:
gulture—posn_lvg _TB cases with initial 95.8% 95% 95% Maintain
rug susceptibility results (Target
reported(Outcome) Exceeded)
2.8.4: For contacts to sputum acid-fast
bacillus smear-positive TB cases who FY 2008:
have started treatment for newly 64.1%
diagnosed latent TB infection, increase (Target Not 5% 0% 5%
the proportion of TB patients who Met)
complete treatment (Outcome)
2.T: Number of state public health .
laboratories participating in the TB Féé%%?\/lgg 50 50 Maintain
Genotyping Network (Output)

Performance Trends: Effective control efforts by CDC and its 68 state and local partners led to the lowest
number of overall U.S. TB cases (estimates are 11,182 cases in 2010, or 3.6 per 100,000 population) since
national reporting began in 1953. Reflecting program effectiveness, the U.S. consistently ranks among the
lowest TB incidence countries in the world. Moreover, while TB drug resistance is increasing globally,
with the World Health Organization (WHO) reporting 440,000 cases and 150,000 deaths in 2008,
numbers of drug resistant cases in the U.S. remain stable at less than one percent of all cases
(approximately 100 cases per year). CDC monitors key TB controls, including treatment completion
within one year, timely laboratory reporting, and testing of all TB patients for HIV to ensure coordinated
care and other prevention activities. CDC works with state and local TB programs to monitor these
indicators performance, ensuring essential TB prevention, control, and laboratory activities are
contributing to TB elimination (defined as a case rate of less than one case per million population). In
2008, 84.6 percent of patients completed a curative course of treatment for TB (Measure 2.8.2). Although
a substantial increase over the 1994 baseline of 67.6 percent and an improvement from the previous year,
CDC didn’t meet its target. Because TB treatment completion is the most effective way to reduce the
spread of TB and prevent its complications, this measure is the highest priority for CDC's TB program.
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CDC adjusted targets to reflect progress achievable given current federal, state, and local funding for TB.
Research funded by CDC through the TB Trials Consortium identified a new regimen for treatment for
latent TB infection (LTBI). The new regimen requires three months of treatment, instead of nine and,
therefore, is more likely to be completed. CDC published new guidelines for the regimen the day
following the publication of research results. Treatment for LTBI to prevent TB disease costs a fraction of
the cost of curing a case of TB disease. Direct medical costs of LTBI screening and treatment are
approximately $261 to $390 per person (2010 dollars). The direct medical cost of curing TB disease is
approximately $5,010 per case of drug susceptible TB disease, treated by directly observed therapy. Costs
rise if the case of disease requires hospitalization ($23,800) and even more for treatment of a multidrug-
resistant strain ($18,800 to $171,600), or for hospitalization of an extensively drug-resistant TB case
(approximately $605,000 each). For individuals at high risk for TB, the benefits of screening for LTBI
and completion of treatment outweigh the costs if treatment reduces the risk of—and costs associated
with—TB disease and hospitalization.

IT INVESTMENTS

Information technology (IT) resources are an essential component of HIV, VH, STI, and TB prevention
activities. Investment in IT builds the capacity of CDC and its grantees to gather, store, control, and
disseminate valuable data for public health monitoring and program evaluation. Program funds support
the operation of IT systems to monitor disease incidence and prevalence nationwide, analyze data for
surveillance reports and other publications, monitor program effectiveness, and ensure efficient
administration of business and support services.

CDC-WIDE HIV/AIDS FUNDING

Domestic HIVV/AIDS

Fiscal Year Prevention and Other Domes_tic Global AIIZl)S CDC-Wid%\ HIV
Research HIV Prevention Program Total
(Infectious Disease)
2004° $667,940,000 $70,032,000 $266,864,000 $1,004,836,000
2005° $662,267,000 $69,438,000 $123,830,000 $855,535,000
2006" $651,657,000 $64,008,000 $122,560,000 $838,225,000
2007 $695,454,000 $62,802,000 $120,985,000 $879,241,000
2008° $691,860,000 $40,000,000 $118,863,000 $850,723,000
2009 $691,860,000 $40,000,000 $118,863,000 $850,723,000
2010° $799,270,000 $0 $118,961,000 $918,231,000
2011 $800,445,000 $0 $118,741,000 $919,186,000
Apprigiiiti on? $786,176,000 $0 $117,118,000 $903,294,000
2013
President’s $826,407,000 $0 $117,156,000 $943,563,000
Budget

1 Amount for Global AIDS Program does not include PEPFAR funding.
2 From FY 2004 to FY 2009, CDC-wide HIV/AIDS funding was comprised of activities conducted by NCHHSTP, the National Center Chronic
Disease Prevention and Health Promotion (NCCDPHP), and the National Center for Birth Defects and Developmental Disabilities (NCBDDD).
In FY 2004, CDC’s budget was restructured to separate actual program costs from the administration and management of those programs.
Funding levels are not comparable to those of previous years. Also in that year, funding for the HIV lab activities was moved from the Infectious
Disease budget activity to the Research and Domestic HIV Prevention sub-line in the HIV, ST1 and TB prevention budget activity.
* HIV/AIDS Basic Research was moved from the Infectious Disease budget activity to the CDC Research and Domestic HIV Prevention sub-line
under HIV/AIDS, Viral Hepatitis, STI, and TB Prevention in FY 2006.
*InFY 2010, funds supporting hemophilia/HIV activities in NCBDDDP and for oral health/HIV, BRFSS/HIV, and Safe Motherhood/HIV
activities in NCCDPHP have been removed from the HIV-wide table. FY 2008 and FY 2009 figures have been adjusted to become comparable to

FY 2010 figures
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®Fy 2010 and FY 2011 funding levels have been made comparable to the budget realignment, reflecting a transfer of $40,000,000 from Chronic
Disease Prevention and Health Promotion to HIV/AIDS Prevention and Research. Funding levels prior to FY 2010 have not been made
comparable to the budget realignment. FY 2010 funding includes a $30,400,000 ACA/PPHF allocation.

" The FY 2012 appropriation included a transfer of $29,838,000 from the National Center for Chronic Disease Prevention and Health Promotion
to the Domestic HIV//AIDS Prevention and Research line within the National Center for HIV/AIDS, Viral Hepatitis, STI, and TB Prevention
(NCHHSTP). These funds have been moved in this table from the Other Domestic HIV Prevention column to the Domestic HIV/AIDS
Prevention and Research column. This change has been reflected in the 2013 Request as well.

STATE TABLES!
UE COMPREHENSIV
HIV/AIDS CORE PREVENTION AND EL'M'EAT'ON E STI
*
SURVEILLANCE PROGRAMS RO ER PF;E\O/EI\FIQ"FA\IIaN
PROGRAM
FY 2011
Prevention FY .2011 Total FY 2011 Actual FY 2011 Actual
: Surveillance
Projects
Alabama?3®’ $2,280,490 $1,068,213 | $3,348,703 $1,212,506 $1,866,396
Alaska® $1,460,584 $129,965 $1,590,549 $399,437 $426,843
Arizona® $3,180,100 $978,961 $4,159,061 $1,379,549 $1,383,447
Arkansas* $1,606,930 $197,586 $1,804,516 $607,747 $1,253,392
California®234® $14,210,031 | $2,878,044 | $17,088,075 $8,248,160 $5,733,449
Colorado!?®* $4,447 445 $1,217,895 | $5,665,340 $543,390 $1,113,650
Connecticut* 2® $6,072,583 $ 989,388 $7,061,971 $782,925 $761,120
Delaware!?® $1,856,337 $ 278,718 $2,135,055 $281,176 $375,585
District of $792,039
Columbia®345°® $5,990,780 $2,089,767 | $8,080,547 $1,242,024
Florida®® $19,765,008 | $3,974,732 | $23,739,740 $7,816,014 $4,526,781
Georgia?34°°® $7,854,411 $1,197,380 | $9,051,791 $3,115,060 $3,867,429
Hawaii*?® $2,108,284 $252,688 $2,360,972 $1,009,398 $385,112
Idaho?® $830,716 $95,169 $925,885 $177,962 $423,404
llinois® $4,223,900 $587,320 $4,811,220 $1,373,373 $2,192,750
Indianal $2,647,377 $798,865 $3,446,242 $776,471 $1,766,420
lowa?®*® $1,717,312 $250,537 $1,967,849 $352,894 $770,083
Kansas $1,686,916 $193,735 $1,880,651 $408,412 $840,080
Kentucky $2,008,327 $302,678 $2,311,005 $809,136 $965,774
Louisiana?®*°® $5,347,107 $1,873,647 | $7,220,754 $1,480,883 $2,308,900
Maine?3° $1,630,436 $235,536 $1,865,972 $176,514 $304.,400
Maryland?®*°°® $9,919,207 $1,843,480 | $11,762,687 $1,288,056 $1,305,619
12
Massachusetts $8,878,171 | $1.367,791 | $10,245962 |  $1,535,777 $1,589.334
Michigan®34°°® $6,426,517 $1,766,370 | $8,192,887 $961,472 $2,744,153
Minnesotal?3#°
6 $3,228,529 $479,202 $3,707,731 $1,067,824 $1,079,000
Mississippi 1 2%4® |  $2,147,626 $463,297 $2,610,923 $850,183 $1,434,670
Missouri $3,776,051 $701,036 $4,477,087 $647,310 $2,086,241
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TB
COMPREHENSIV
HIV/AIDS CORE PREVENTION AND EL'M'EAT'ON E STI
*
SURVEILLANCE PROGRAMS RO ER PF;E\(;EI}I{;I&N
PROGRAM
FY 2011
Prevention FY .2011 Total FY 2011 Actual FY 2011 Actual
: Surveillance
Projects
Montana $1,312,214 $75,000 $1,387,214 $180,789 $309,762
Nebraska?**® $1,359,043 $242,446 $1,601,489 $213,427 $457,345
Nevadal?346 $2,750,266 $678,855 $3,429,121 $638,661 $708,887
New Hampshire $1,393,171 $111,000 $1,504,171 $231,862 $285,844
New Jersey'?® $13,022,737 | $3,181,550 | $16,204,287 $4,485,777 $3,243,389
New Mexico® $2,336,636 $284,163 $2,620,799 $420,448 $776,540
New York!2345¢ | $27.063,398 | $3,162,459 | $30,225,857 $2,518,397 $2,985,946
) 1
North Carolina™ | ¢339/ 770 | $1.216474 | $4.541,244 $1,891,520 $2,972,176
North Dakota?3® $745,179 $173,261 $918,440 $159,325 $263,557
Ohio?°* $5,233,635 $878,301 $6,111,936 $1,284,603 $3,317,187
Oklahoma?34°°® $2,430,267 $539,536 $2,969,803 $742,304 $1,175,471
Oregon® $2,458,034 $295,268 $2,753,302 $616,701 $1,025,522
123
Pennsylvania $4,712,683 $939,949 | $5,652,632 $996,525 $2,071,908
Rhode Island $1,716,847 $224,293 $1,941,140 $319,722 $404,790
- 1
Salith Carolina $4,550,847 | $1,239,771 | $5799,618 $1,406,212 $1,602,443
South Dakota* $556,295 $74,670 $630,965 $238,389 $291,684
Tennessee?>*°° $3,591,923 $1,103,635 | $4,695,558 $1,595,030 $2,329,767
Texas!?234® $13,600,073 $2,379,466 | $15,979,539 $8,104,874 $6,649,763
Utah!23%¢ $1,159,720 $521,321 $1,681,041 $282,821 $482,151
Vermont $1,501,201 $95,000 $1,596,201 $153,000 $183,302
Virginiat234°° $4,662,557 $1,407,167 | $6,069,724 $1,601,894 $1,909,604
- 1234
Washington $3526,778 | $2,000706 | $5527484 $1,605,229 $2,582,156
West Virginia® $1,549,184 $228,605 $1,777,789 $318,155 $712,233
Wisconsin?®4° $2,827,390 $520,323 $3,347,713 $477,245 $967,413
Wyoming® $787,249 $74,969 $ 862,218 $189,938 $267,392
Subtotal, States | $233,482,272 | $47,860,188 | $280,052,493 $68,766,516 $80,722,288

FY 2013 CONGRESSIONAL JUSTIFICATION

90



NARRATIVE BY ACTIVITY
HIV/AIDS, VIRAL HEPATITIS, SEXUALLY TRANSMITTED INFECTIONS, AND TUBERCULOSIS

BUDGET REQUEST

B

COMPREHENSI
HIV/AIDS CORE PREVENTION AND EL'M”;AT'ON VE STI
*
SURVEILLANCE PROGRAMS RO PF;FEQ\éEI\FI;I';\IIaN
PROGRAM
FY 2011
Prevention | o oY 20t Total FY 2011 Actual | FY 2011 Actual
: Surveillance

Projects
Baltimore - - - $444,754 $1,459,810
Chicago*?#°°® $5,652,941 | $1,136,136 $6,789,077 $1,922,523 $2,289,510
Detroit — - - $485,763 -
Houston234°¢ $5,374,701 | $1,749,212 $7,123,913 $2,348,408 -
Los Angeles?®°% | $13,094,672 | $2,635215 | $15,729,887 $8,248,160 $3,762,782
New York City*2%° | $21,902,320 | $5,252,956 | $27,155,276 $9,019,999 $6,776,893
Philadelphia®?34® $6,201,666 | $1,176,314 $7,377,980 $1,060,022 $2,563,668
San Diego - - - $2,210,979 -
San Francisco?®4°% | $9,143,991 | $1,599,054 | $10,743,045 $2,587,438 $1,545,109
Subtotal, Cities $61,370,291 | $13,548,887 | $74,919,178 $28,328,046 $18,397,772
American Samoa® $174,435 $9,000 $183,435 $85,525 $63,121
Guam $510,922 $25,000 $535,922 $414,651 $116,844
Marshall Islands $122,518 $18,042 $140,560 $135,734 $136,660
Micronesia® $223,566 $5,903 $229,469 $171,542 $56,570
ﬁf;;gem Mariana | 59 058 $22,712 $314,770 $181,337 $119,549
Palau* $232,630 $21,017 $253,647 $127,397 $43,522
Puerto Rico?34° $3,933,190 $767,274 $4,700,464 $799,241 $1,422,617
Virgin Islands $630,397 $140,371 $770,768 $86,938 $192,836
Subtotal,
Territories $6,119,716 | $1,009,319 $7,129,035 $2,002,364 $2,151,719
TOTALS: 300,972,279 | $62,418,394 | $363,390,673 $96,077,567 $101,271,779

otes: *Amounts reflect new funding only. Closeout for FY 2011 has not been finaliz

ed. Figures presented in this table are subject to change.

Lin addition, this grantee received unobligated dollars from prior years to offset the new award’
% This grantee is one of 41 states that received supplemental funds for one or more HIV/AIDS Surveillance activities (see below for total

supplemental funding).

3 Award includes supplemental funds for HIVV/AIDS Surveillance: Enhancing Lab Reporting Data Emphasis on CD4 and VL Test Results.
* Award includes supplemental funds for HIV/AIDS Surveillance: Geographic Information System (GIS).

5
6
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EMERGING AND ZOONOTIC INFECTIOUS DISEASES

R FY 2011 FY 2012 FY 2013 ' £y 5013 +/-
(dollars in millions) - President’s
Appropriation Enacted Budget FY 2012
Budget Authority $252.443 $252.476 $279.477 +$27.001
ACA/PPHF $51.750 $51.750 $51.750 $0.000
Total $304.193 $304.226 $331.227 +$27.001
FTEs 1,215 1,209 1,208 -1

Authorizing Legislation: PHSA 8§ 301, 304, 307, 308(d), 310, 311, 317, 317P, 317R, 317S, 319, 319D,
319E, 319F, 319G, 321, 322, 325, 327, 352, 353, 361-369, 399G, 1102, 2821; P.L. 96-517; P.L. 111-5;
Immigration and Nationality Act 88 212, 232 (8 U.S.C. 1182, 8 U.S.C. 1222)

FY 2013 AULhOKIZatioN. ... ..o e Expired/Indefinite
Allocation Methods: Direct Federal/Intramural, Contracts, and Competitive Grants/Cooperative
Agreements

SUMMARY

CDC's FY 2013 request of $331,227,000 for emerging and zoonotic infectious diseases, including
$51,750,000 from the Affordable Care Act Prevention and Public Health Fund, is an overall increase of
$27,001,000 above the FY 2012 level. The FY 2013 request includes a decrease of $2,425,000 for Core
Infectious Diseases, an increase of $16,735,000 for Food Safety, and an increase of $12,628,000 for the
National Healthcare Safety Network.

(dollars in millions) Fy 2011 Fy 2012 Pf;iflgrlnf’s FY 2013 +/-
Appropriation Enacted Budaet FY 2012
... budget

Core Infectious Diseases $186.216 $184.657 $182.232 -$2.425

Food Safety $25.323 $27.113 $43.848 +$16.735

National Healthcare Safety Network $14.872 $14.840 $27.468 +$12.628

Quarantine $26.032 $25.866 $25.929 +$0.063
Federal Isolation and Quarantine N/A N/A $1.000 N/A
(non-add)

ACA/PPHF $51.750 $51.750 $51.750 $0.000

Total $304.193 $304.226 $331.227 +$27.001

CDC is the global leader in protecting Americans and people around the world from infectious diseases.
Recognized infectious agents are ubiquitous, changing constantly, and responsible for millions of
illnesses and deaths. Working with partners at the local, state, national, and international levels, CDC
provides technical epidemiologic and laboratory expertise to detect, prevent, and respond to known and
newly identified infectious disease threats and develops evidence-based recommendations to protect
people against illness and death from:

e Infectious diseases transmitted by mosquitoes, ticks, fleas, and other vectors, including Lyme
disease.

e Infectious diseases caused by dangerous known or unknown infectious agents, often requiring
evaluation in biosafety level (BSL)-3 and BSL-4 laboratories, including high-consequence
pathogens, such as Ebola hemorrhagic fever.

e Infectious diseases of respiratory origin, including pneumococcal infections.

e Infectious microbes resistant to drug therapy (antimicrobial resistant).
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e Healthcare-associated infections (HAIS): public health activities focused on patient safety; HAI
outbreak investigations; HAI prevention guideline development; blood, organ, and tissue safety;
and medical injection safety.

e Infections associated with and spread in healthcare settings tracked by the National Healthcare
Safety Network (NHSN).

e Infectious diseases transmitted through contaminated food, including Salmonella and norovirus
infections.

e Infectious diseases associated with global migration and travelers’ health, including the
prevention of diseases among immigrants, refugees, and international travelers, and to prevent
spread to others.

Through these investments, CDC aims to protect Americans from a range of infectious agents and support
states and other partners in detecting these agents and preventing their spread in communities.

FUNDING HISTORY?

Fiscal Year . Do!la_rs
(in millions)
2008 $217.771
2009 $225.404
2009 (ARRA) $40.000
2010 $261.174
2010 (ACA/PPHF) $20.000
2011 $252.443
2011 (ACA/PPHF) $51.750
2012 $252.476
2012 (ACA/PPHF) $51.750

1Funding levels prior to FY 2010 have not been made comparable to the budget realignment.

CORE INFECTIOUS DISEASES BUDGET REQUEST

N FY 2011 FY 2012 FY 2013 FY 2013 +/-
(dollars in millions) - President’s
Appropriation Enacted Budget FY 2012

Budget Authority $186.216 $184.657 $182.232 -$2.425

Program Overview: CDC houses our country's leading experts and gold standard laboratories to prevent
and control infectious diseases. CDC experts and laboratories detect and track this enormous range of
microbes, respond to outbreaks of known infectious threats to prevent further spread, and serve as an
early warning system to quickly identify new infectious disease threats as they emerge. To accomplish
this, CDC invests in a flexible and adaptable public health system at national, state, and local levels,
including building a sufficient and competent public health workforce; creating and supporting tracking
systems; supporting modern and efficient laboratory facilities with well-trained laboratory staff; preparing
and equipping outbreak investigation and response teams; and developing epidemiologic, statistical,
analytic, and communication tools needed to effectively respond to infectious disease problems. CDC
also provides technical expertise and conducts public health research to further support state, local,
national, and international infectious disease prevention efforts.

The state and local parts of this integrated public health system are supported primarily by means of two
infectious disease platforms—the Epidemiology and Laboratory Capacity for Infectious Diseases (ELC)
Program and the Emerging Infections Program (EIP)—that assist states, localities, and territories in
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tracking and responding to known infectious disease threats in their communities and maintaining core
capacity to be our nation's eyes and ears on the ground to detect new threats as they emerge.

The ELC, which provides a single grant vehicle for multiple programmatic initiatives, currently supports
all 50 states, six local health departments (Chicago, Houston, Los Angeles County, New York City,
Philadelphia, and Washington, D.C.), Puerto Rico, and the Republic of Palau.

The EIP is a network of 10 state public health departments and their partners that is a national resource
for surveillance, prevention, and control of emerging infectious diseases. This core EIP surveillance work
generates reliable estimates of the incidence of certain infections and provides the foundation for a variety
of epidemiologic studies to explore risk factors, spectrum of disease, and prevention strategies.

CDC uses the ELC and EIP platforms in its efforts to prevent and control infectious diseases, including
zoonotic and vector-borne diseases, high consequence pathogens, respiratory pathogens, drug-resistant
pathogens, and those associated with healthcare infections and refugee and immigrant health. CDC’s
efforts address many factors, which include the emergence and change of microbes and their relationship
to the environment and their host; development of new technologies to address emerging infections; and
working with federal and state public health agencies to investigate outbreaks not only to stop the spread,
but also to gain information on what needs to be tracked and to identify research gaps and educational
needs.

Budget Proposal: CDC's FY 2013 request of $182,232,000 for core infectious diseases is a decrease of
$2,425,000 below the FY 2012 level. The request includes funds to focus on necessary activities for prion
disease and reflects a reduction due to a decrease in global public health risk of variant Creutzfeldt-Jakob
disease. Due to completion of population-based studies to address Chronic Fatigue Syndrome, the
proposal also includes reduced funding that will shift focus of CDC’s activities to patient and provider
education and clinic-based studies. Funding for core infectious diseases includes the activities below.

Vector-borne Diseases: Pathogens Transmitted by Mosquitoes, Ticks, Fleas, and Other
Vectors

Recent accomplishments:

e Developed one of the first candidate vaccines effective against all four species of dengue virus.
This vaccine is now in Phase 1 human trials, with Phase 2 trials planned. Dengue infects
approximately 100 million people worldwide annually, resulting in high costs due to
hospitalization, lost wages, lowered productivity, and vector control.

e Developed and successfully tested innovative pesticides derived from natural products (citrus and
Alaska Yellow Cedar) that are effective against mosquitoes, ticks, and other vectors. CDC
established commercial licensing agreements with two private companies for development of
insect repellents and environmental pesticides that have the potential for overcoming vector
resistance to existing pesticides and being widely accepted by consumers.

e Responded promptly to emergencies in states, including the first dengue outbreaks in Florida
(2009-2010) and Hawaii (2011) in years and large outbreaks in former Pacific territories (2011),
imported dengue cases in Georgia and Nebraska (2010), and epidemics of West Nile Virus
(WNV) and Rocky Mountain spotted fever in Arizona (2004—present). CDC worked in Puerto
Rico to respond to the largest epidemic of dengue ever recorded in the territory (2010), managing
the disease surveillance system and training over 8,000 physicians in the diagnosis and
management of cases. CDC responded to epidemics of yellow fever, plague, and other vector-
borne pathogens in Africa, Asia, and the Americas.
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In FY 2013, CDC will;

Detect, prevent, and control diseases spread by mosquitoes, ticks, fleas, and other vectors in the
United States and abroad via intramural and extramural programs.

Assist county, state, tribal, and territorial health authorities, as well as international partners, to
diagnose vector-borne disease cases, identify risks, and respond to disease using tailored
strategies, including integrated pest management. CDC will work with these partners to rapidly
detect and implement timely, effective responses to both known pathogens; such as Lyme
disease, WNV, and plague; and novel and emerging pathogens such as dengue and chikungunya
viruses.

Continue to operate and fund ArboNet, CDC’s national surveillance system for arthropod-borne
viruses. This integrated network funds staff in 49 states, Puerto Rico, and six large municipalities
to conduct human case investigations, collect and analyze mosquitoes and other specimens,
perform laboratory analysis, and submit information to CDC for analysis and wide dissemination.
CDC will analyze and post weekly county-level data on WNV, dengue, eastern equine
encephalitis, and other arboviruses, enabling health departments to evaluate and respond quickly
to emerging outbreaks.

Operate and fund a more focal program, TickNet, to work with state health departments to
conduct surveillance and prevention activities for Lyme and other tick-borne diseases. TickNet
will conduct and coordinate surveillance, research, education, and prevention of tick-borne
diseases through working with health departments in areas of high tick-borne disease incidence.

Conduct critical intramural activities at its vector-borne disease laboratories, such as developing
cutting-edge technology for the rapid identification of emerging pathogens and research to
understand pathogen transmission and means of control. CDC staff will continue to carry out
fieldwork and evaluation in places such as Arizona, Florida, New York, and Puerto Rico to
explain what places citizens at risk for vector-borne diseases and to evaluate the efficacy of
prevention efforts. CDC will continue to partner with industry and universities to bring novel
products to market, such as plant-based pesticides and an award-winning dengue vaccine.

Develop, test, and deploy improved diagnostics for dangerous pathogens such as plague, dengue,
and chikungunya. These diagnostics include both highly sensitive and specific tests for
identification and discovery to inexpensive, rapid, and robust point-of-care "dipstick™ diagnosis
for developing countries.

Maintain support for states and territories to collect and use integrated surveillance data in
making effective decisions for the control of vector-borne diseases. This includes enhancing
surveillance and prevention for Lyme and other tick-borne diseases by extramural funding of the
TickNet program in more than 16 states and providing support for the nationwide mosquito-borne
disease surveillance (ArboNet). ArboNet facilitates timely response to endemic threats, such as
WNYV and eastern equine encephalitis, and early warning of emerging vector-borne diseases like
dengue and chikungunya.

Conduct research to optimize the use of pesticides to control vector-borne disease. CDC will
continue to evaluate the impact of home-based pesticide application on Lyme disease incidence
via a randomized, placebo-controlled household trial in Connecticut and possibly other states
with high Lyme disease incidence. CDC will also continue work to bring to market novel and
highly efficacious botanical pesticides that have been developed and tested by CDC and
university collaborators, in partnership with the pesticide and repellent industry.
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Develop and distribute a toolkit to communities and clinicians promoting the most effective
strategies to prevent, diagnose, and treat Lyme and other tick-borne diseases.

Evaluate and incorporate more effective antibiotics into the treatment of plague in Uganda, and
continue to evaluate and implement an innovative system involving village healers in the timely
referral of plague cases. These interventions will reduce mortality from plague in northwest
Uganda, ultimately by 50 percent. CDC will also test new, effective methods of rat and flea
control to prevent new plague cases.

Expand training for the identification and management of severe dengue cases to clinicians
throughout the United States and U.S. territories and elsewhere in the Americas, Asia, and the
Pacific. This will reduce complications and mortality from dengue hemorrhagic fever.

Continue development and testing of effective vaccines against vector-borne disease, including
monitoring the safety and evaluating the real-world efficacy of existing vaccines against yellow
fever and Japanese encephalitis, and the development of a novel and effective vaccine against
dengue with commercial partners.

Conduct a pilot prevention project to combat the deadly epidemic of Rocky Mountain spotted
fever in the southwest United States in partnership with tribes and communities.

High-Consequence Pathogens: Diseases Caused by Dangerous or Unknown Infectious Agents

Recent accomplishments:

Completed successful vaccine trials of a live-attenuated Rift Valley fever recombinant virus for
use in livestock. This will reduce disease in domestic animals, preventing the economic cost due
to the loss of livestock, and eliminate one of the most significant sources of human infection that
occurs throughout Africa and the Arabian Peninsula.

Began implementation of a viral hemorrhagic fever (VHF) surveillance program in Uganda—an
emerging disease “hot spot” for some of the world’s most dangerous pathogens—~by providing
training to 28 health professionals from 14 different surveillance sites on VHF identification,
specimen and information collection, and infection control. In May 2011, the CDC-supported
Viral Research Institute in Uganda, part of the VHF surveillance program, provided a rapid
diagnosis of Ebola and there was no spread of disease beyond the initial confirmed case. This
case was diagnosed in approximately eight days, compared to previous cases that have taken
several weeks to confirm.

Completed a multi-drug resistant inhalation anthrax post-exposure prophylaxis (PEP) study in a
mouse model to verify that alternative PEP drugs are of equal efficacy as current first-line drugs.
The development of animal models is a key element in the successful development of anthrax
medical countermeasures, which cannot be evaluated in human clinical studies.

Responded to 145 requests from public health departments and international partners for
investigation of bacterial special pathogens, tested 3,780 reference and confirmatory specimens
for hantaviruses and viral special pathogens, and provided 23 state public health and partner
laboratories with reagents and training for diagnostic assays for hantaviruses and viral special
pathogens in FY 2011.
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In FY 2013, CDC will;

Maximize public health and safety nationally and internationally through the detection,
prevention, and control of disease, disability, and death caused by suspected and known high-
consequence viral, bacterial, prion, and related infections that include hantavirus pulmonary
syndrome, Ebola and Marburg hemorrhagic fevers, rabies, monkeypox, anthrax, smallpox, and
Creutzfeldt-Jakob Disease. CDC will maintain BSL-3 and BSL-4 laboratories to support
epidemiology, research, and prevention efforts to reduce the public health threat of these highly
hazardous and infectious pathogens, many of which are Select Agents and bioterrorism threat
agents.

Provide laboratory reference and diagnostic support for state and local health departments and
federal agencies (such as the Food and Drug Administration (FDA), National Institutes of Health,
and Department of Defense) and investigate all suspect domestic cases of known high-
consequence pathogens and infectious diseases of unknown causes reported to CDC by state and
local health departments.

Provide specialty expertise and support to domestic and international partner laboratories to assist
in detecting and responding to outbreaks in order to prevent the spread of diseases caused by
dangerous or unknown infectious agents. CDC's technical assistance is often requested by
ministries of health and other international health organizations. CDC will continue to make
investments in training selected laboratories, particularly those in Africa and Asia where many
outbreaks occur, to handle initial response processes and detection efforts and to share protocols
and reagents to allow for sustainable program development.

Support surveillance and pathogen discovery efforts that are critical to rapidly identifying newly
emerging pathogens associated with high-fatality disease outbreaks. CDC will enhance
surveillance and ecology studies for multiple bat pathogens by increased sampling of animals and
humans globally and through analysis of Marburg virus replication and shedding in
experimentally infected fruit bats.

Develop integrated ecologic and epidemiologic studies for monkeypox and other orthopoxvirus
diseases in the United States and globally, and improve diagnostic capabilities for orthopoxvirus
disease worldwide. These studies will focus on human disease, monkeypox disease ecology, and
disease transmission dynamics and will provide evidence for disease control efforts, including
vaccine use.

Develop improved, simpler, and more rapid tests to detect more than 70 high-consequence
pathogens.

Respiratory Pathogens: Pathogens Transmitted by the Respiratory Route

Recent accomplishments:

Completed a project of the Active Bacterial Core (ABC) surveillance system that demonstrated
sustained impact of pneumococcal conjugate vaccine (PCV7) in reducing the risk of invasive
bacterial diseases caused by vaccine serotypes by 99 percent in children targeted by vaccine, and
by over 90 percent among older age groups (over 18 years) who are protected by herd immunity.

Demonstrated the leading causes of respiratory disease among infants and young children through
a 10-year study. Among the project’s accomplishments was a very definitive assessment of the
burden of disease attributable to important respiratory pathogens, including respiratory syncytial
virus (RSV). This information is useful both in formulating policy about currently available RSV
preventive measures and for providing a foundation for policies for future RSV vaccines, several
of which are in early-phase clinical and animal trials.
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In FY 2013, CDC will;

Support state public health and academic partners to conduct key surveillance, epidemiologic, and
laboratory activities to detect emerging respiratory and related disease threats, including detection
of changes in vaccine-preventable respiratory diseases. This information informs key policy
decisions and prevention strategies.

Enhance epidemiologic and laboratory surveillance for respiratory bacterial pathogens, through
activities such as population-based Active Bacterial Core (ABCs) surveillance in 10 states
(including Group A and Group B Streptococcus) and detection and monitoring for antibiotic
resistance.

Develop, enhance, and implement programs to prevent or reduce burden of respiratory diseases,
including perinatal screening to prevent Group B streptococcal disease, implementing the Get
Smart campaign to reduce antibiotic use in uncomplicated upper respiratory infections, and the
environmental detection and remediation of Legionellosis.

Optimize opportunities to prevent cytomegalovirus and RSV through the development of new
diagnostic tools, better understanding of the disease burden, and prevention opportunities.

Antimicrobial Resistance: Diseases that Result from Drug Resistance

Recent accomplishments:

Revised and updated the 2001 HHS Interagency Task Force Public Health Action Plan to Combat
Antimicrobial Resistance (AR). CDC provided a blueprint for specific, coordinated federal action
to address emerging health threats in AR.

Identified and characterized three new strains of carbapenemase-producing bacteria, which are
resistant to nearly all antimicrobial agents and are associated with significantly increased
mortality, morbidity, and healthcare costs among infected patients.

Developed a new component of the National Healthcare Safety Network (NHSN) that measures
and evaluates antimicrobial drug use in healthcare settings. This component allows healthcare
facilities the ability to report to the NHSN using data from each facility’s existing electronic
records. These data are used by healthcare institutions to benchmark antimicrobial use and
describe regional differences in patterns of use.

Collaborated with FDA and U.S. Department of Agriculture (USDA) to monitor the emergence
of AR in bacterial pathogens transmitted from animals to humans. A summary report of results
from over 4,700 isolates collected in 2008 show resistance in these foodborne pathogens is
increasing among selected bacteria with specific resistance patterns, including the first
identification of azithromycin resistance and the detection of emerging fluoroquinolone resistance
in these microorganisms. The results are helping federal and state agencies identify gaps in the
current food safety system and identify target areas in which to develop and evaluate food safety
practices as food moves from the farm to the table.

In FY 2013, CDC will:

Lead the fight to combat the rapidly growing problem of AR and reduce the spread of AR
infections. CDC will continue funding state and local health departments to enhance activities
related to surveillance, prevention and control interventions, and applied research for AR. In
addition, CDC will continue to perform research and maintain laboratory and epidemiology
infrastructure support, training, and programs to address the most critical and immediate AR
problems.
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Further enhance national, regional, state-based, and local surveillance capacity to better
characterize both the incidence of specific infections (e.g., multidrug-resistant Gram negative
bacilli, C. difficile, and MRSA) and antimicrobial use. Progress will be made through the use of
electronic medical records and health information exchanges to reduce the burden of data
collection, including those currently developed and those coming online as a result of American
Recovery and Reinvestment Act of 2009 (ARRA) funding.

Conduct effectiveness research on interventions to prevent AR infections in healthcare settings
and in the community to help prioritize public health action, as was recently done for hospital-
based screening for MRSA.

Enhance capacity in both clinical and public health laboratories to accurately detect priority, high-
consequence antimicrobial resistant pathogens, such as carbapenem-resistant Enterobacteriaceae
(CRE), in collaboration with state public health departments. CDC will conduct research to more
precisely define the relationships between the emergence and the spread of antimicrobial resistant
microorganisms and antimicrobial drug use in humans and animals. CDC will fund one to three
state-based projects to strengthen public health laboratory capacity for detection and rapid
reporting of new and spreading AR bacteria. By linking electronic laboratory information systems
with public health reporting systems, this will provide real-time situational awareness of specific
AR threats.

Expand programs to eradicate newly emerging AR pathogens in specific localities or regions,
using enhanced sentinel surveillance and aggressive infection control measures in all healthcare
facilities sharing patients within that geographical area. CDC will integrate regional prevention
collaboratives to search for locally relevant emerging and existing AR threats and destroy
pathways of pathogen transmission. CDC will fund one to three state-based projects to implement
strategies to interrupt the spread of AR pathogens between healthcare facilities (hospitals, nursing
homes, dialysis centers, etc.), between facilities and the community, and between geographic
regions.

Enhance surveillance for antimicrobial resistant Neisseria gonorrhoeae by expanding laboratory
capacity to perform accurate antimicrobial susceptibility testing to state public health laboratories
and expand surveillance to identify clinical treatment failures with the current recommended
therapeutic regimens.

Healthcare-Associated Infections: Diseases Associated With or Acquired In Healthcare
Settings

Recent accomplishments:

Demonstrated a 58 percent decline in central line-associated bloodstream infections (CLABSI) in
U.S. hospital intensive care unit patients from 2001 to 2009 that resulted in 27,000 lives saved
and $1.8 billion in excess medical costs averted. In addition, there was an 8 percent decline in
surgical site infections, a 13 percent annual decrease in national estimates of invasive healthcare-
associated MRSA between 2005 and 2008, and significant decreases (20—65 percent) in catheter-
associated urinary tract infections (CAUTI) in hospitals since the 1990s. These decreases are due
to an increase in adherence to CDC HAI prevention recommendations.

Demonstrated a 60 percent reduction of MRSA in Veteran’s Administration (VA) facilities
through a prevention initiative. Initially implemented as a pilot project at the local level, the
initiative has now been adopted by regional and national programs.
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Published Guidelines for the Prevention of Intravascular Catheter-Related Infections, the
Guideline for the Prevention and Control of Norovirus Gastroenteritis Outbreaks in Healthcare
Settings, and the Guide to Infection Prevention in Outpatient Settings: Minimum Expectations for
Safe Care in collaboration with the Healthcare Infection Control Practices Advisory Committee
(HICPAC) in 2011 that form the basis of checklists and tools for HAI prevention initiatives.

Performed 15 onsite field investigations in 13 states in 2010 to control outbreaks of emerging
HAI pathogens (Arizona, Colorado, Florida, Maine, Michigan, Missouri, Nevada, North Carolina,
Pennsylvania, Puerto Rico, Texas, Virginia, and Washington). In addition to these onsite
investigations, CDC responded to over 70 requests for technical assistance in 29 states and three
countries (Canada, Georgia, and Guatemala).

In FY 2013, CDC will;

Work to eliminate HAIs with state and local health departments, other federal agencies, and
partners. CDC's HAI prevention investments form the basis for healthcare facility, state, local,
and national prevention programs that include: outbreak control; guideline development; gold-
standard laboratory testing; blood, organ, and tissue safety; and injection safety. CDC's HAI
elimination work is integral to achieving prevention goals of the HHS Action Plan to Prevent
HAIs, the HHS Priority Goals (www.performance.gov/), as well as the recently announced HHS
Partnership for Patients initiative.

Develop evidence-based infection prevention guidelines with the HICPAC that will provide the
scientific foundation for HAI prevention interventions. These guidelines will be translated into
practice through ‘checklists’ used by groups in hospital settings and incorporated into Centers for
Medicare and Medicaid Services (CMS) survey tools that state inspectors can use to better ensure
the quality of care and support the broader HHS Partnership for Patients initiative. Guidelines to
be revised include: Management of Multidrug-Resistant Organisms in Healthcare Settings,
Guideline for Preventing Healthcare-Associated Pneumonia and Guidelines for Environmental
Infection Control in Healthcare Facilities.

Extend development and implementation of tools for HAI prevention beyond hospitals to non-
hospital settings such as dialysis and nursing home facilities. Despite success in hospitals, similar
progress has not been seen in non-hospital settings. Additionally, an increasing number of HAIs
are caused by bacteria resistant to currently available antibiotics (multi-drug resistant organisms).
These issues are further complicated by the fact that patients are frequently transferred between
facilities (e.g., nursing homes to hospitals), which can facilitate rapid spread of HAI pathogens.

Reduce or prevent emerging HAI pathogens, such as carbapenem-resistant Enterobacteriaceae,
through work with all state health departments and continue to support three state health
departments to prevent HAI transmission caused by lapses in basic safety practices, such as re-
using disposable syringes (i.e., injection safety) or inappropriate reprocessing of equipment.

Continue to coordinate investigations, surveillance (e.g., hemovigilance), and outbreak responses
related to blood, organ, and other tissue safety. Earlier detection and control of these outbreaks
will save lives by helping to prevent the spread of HAIs within and between healthcare settings,
as well as inform strategies to prevent the spread of emerging pathogens across the United States.

Maintain critical core laboratory capacities, including acting as a national and international
reference laboratory, performing antimicrobial susceptibility tests, and responding to
environmental and diagnostic needs for new and emerging healthcare-associated pathogens.
Identifying and evaluating these pathogens is critical to assessing appropriate patient treatment
and to developing strategies to avoid the spread of emerging pathogens across the United States.
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Foob SAFETY BUDGET REQUEST

(dollars in millions) FY 2011 FY 2012 presidents Y2013
Appropriation Enacted Budaet FY 2012
... budget

Budget Authority $25.323 $27.113 $43.848 +$16.735

Program Overview: CDC's foodborne illness prevention program has been a cornerstone of infectious
disease prevention efforts since the 1940s. Recent estimates indicate that one in six Americans becomes
ill with foodborne diseases each year, leading to 128,000 hospitalizations and 3,000 deaths. Since 1996,
the frequency of E. coli O157 infections has decreased by 44 percent, though the frequency of Salmonella
infections has not changed. Preventing a single fatal case of E. coli 0157 infection saves an estimated $7
million. CDC works with its food safety partners to improve the health of all Americans, reduce
healthcare costs, and achieve national food safety goals.

To provide the vital link between illness in people and food safety systems, CDC: 1) monitors emerging
trends and measures progress of foodborne illnesses; 2) identifies and investigates outbreaks to stop
illnesses and identify gaps in the food safety system; 3) defines and prioritizes interventions for food
safety prevention; and 4) is a national source for advice, guidance, training, and education for state and
local governments, other partners, and consumers. CDC utilizes its unique and strong partnerships with
state and local public health agencies, as well as with FDA and USDA, to coordinate, fund, and lead
critical networks in food safety, such as Foodborne Diseases Active Surveillance Network (FoodNet) and
CDC’s National Molecular Subtyping Network for Foodborne Disease Surveillance (PulseNet) that
provides DNA ‘fingerprinting” of pathogens, such as E. coli, Salmonella, and Listeria

Vital national surveillance, outbreak detection and response, and food safety prevention efforts, supported
by CDC, depend on state and local public health agencies. CDC helps to maintain and reinforce capacity
in state and local areas by providing cooperative agreement funding, through the ELC and EIP, and
technical support for surveillance networks, including CDC's PulseNet and FoodNet systems. CDC drives
improvements in foodborne outbreak response through a new network, Foodborne Diseases Centers for
Outbreak Response Enhancement (FoodCORE), formerly OutbreakNet Sentinel Sites, which was created
to identify and develop faster detection and investigation methods.

Recent accomplishments:

e Developed new and more accurate estimates of the health burden of foodborne infections in the
United States, using data from CDC's FoodNet and other data systems that inform many food
safety policy-making and prevention efforts.

e Coordinated and led 23 multi-state foodborne outbreak investigations with states, FDA, and
USDA in 2011, detected primarily by PulseNet. Investigations led to prompt implementation of
control measures to prevent illnesses, such as food recalls; identification of an emerging
foodborne pathogen, E. coli O145; and identification of new types of contaminated foods, such as
pine nuts and papaya (both contaminated with Salmonella).

e Deployed new laboratory and patient interviewing tools and trained 30 states in their use to make
surveillance and outbreak response faster and more comprehensive, due in part to FoodCORE
sites’ efforts. These tools include a new laboratory method for rapidly characterizing Salmonella
and a toolkit to support state and local implementation of the Guidelines for Foodborne Outbreak
Response.
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Disseminated timely and appropriate public health and prevention messages on foodborne
outbreaks and pathogens. 2011 internet web postings drew over 5 million page views from
audiences ranging from federal, state, and local governments to households of American
consumers. CDC posted information on priority pathogens, such as Listeria-related information
that was released during this year’s deadly outbreak. CDC also released a Vital Signs report for
Food Safety with a total potential reach of more than 1 billion people in a one month period.

Budget Proposal: CDC’s FY 2013 request of $43,848,000 for foodborne disease activities is an increase

of $16,735,000 above the FY 2012 level. This increase will enable CDC to move toward implementation
of CDC’s provisions of the Food Safety Modernization Act (FSMA), including enhancing and integrating
surveillance systems, upgrading the PulseNet system, improving timeliness of outbreak detection and
response in state and local partners through the FoodCORE program, attributing illnesses to specific food
commodity groups to aid in prevention efforts, monitoring the effectiveness of food safety prevention
measures, and supporting FSMA’s Integrated Food Safety Centers of Excellence. These investments will
help restore and improve state and local capacity to monitor foodborne illness and respond to outbreaks.

In FY 2013, CDC will:

Continue to provide national reference laboratory services to identify and characterize ever-
evolving, antibiotic-resistant, and new foodborne pathogens; conduct epidemiologic research to
identify targets for food safety prevention efforts; lead and coordinate investigations of large,
multi-jurisdictional or unusual foodborne outbreaks; and assist states in their investigations.
CDC's activities will continue to coordinate closely with FDA and USDA. This supports the
President’s Food Safety Working Group and FSMA principles by: 1) prioritizing prevention, 2)
strengthening surveillance, and 3) improving outbreak response and recovery. Additionally, CDC
will partner with FDA in an HHS Priority Goal to reduce the incidence of illness due to a subtype
of Salmonella associated with shell eggs (www.performance.gov). Overall, it is estimated that the
additional requested funding will help to hire as many as 110 full and part-time positions at the
state and local levels.

Enhance foodborne diseases surveillance systems.

o Upgrade PulseNet laboratory and IT systems that serve all 50 states to improve the rapid
identification and investigation of foodborne outbreaks.

o Begin implementing next generation methods; such as molecular serotyping, Multiple Locus
Variable number tandem repeat Analysis (MLVA), and standard questions for food
consumption questionnaires to be used in multistate outbreak investigations; for rapidly
identifying pathogens and increasing the quality and quantity of data submitted from all
states so that tainted food products can be identified more quickly.

o Expand coverage and increase data quality for other existing foodborne disease surveillance
networks, including 10 FoodNet sites and the reporting system that tracks norovirus
outbreaks, which provide critical information about the frequency, severity, trends, and
sources of diagnosed foodborne infections.

o Improve core CDC foodborne disease reference laboratory functions needed to support
public health laboratories and surveillance systems by verifying the proper identification of
known pathogens and characterizing novel pathogens.

Improve the integration, analysis, sharing, and use of data with food safety partners.

o Augment analytic capacity, data systems, and methods to more accurately attribute illness to
specific foods and guide new prevention policies and interventions.
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o Coordinate, integrate, and enhance foodborne disease surveillance systems to reduce data
gaps and improve linkage across surveillance systems.

o Share data more widely and rapidly with public health partners, regulatory agencies,
industry, academia, and the public to inform independent analyses to guide food safety and
prevention policies to address food safety problems.

o Translate findings from outbreak investigations to identify and implement effective
prevention practices to meet national food safety goals.

e Support food-related outbreak investigations and develop improved laboratory and
epidemiological tools for rapid identification and investigation of outbreaks.

o Perform outbreak investigations to assist state and local health departments in the detection
and control of outbreaks of foodborne illness.

o Develop new laboratory tools and diagnostic platforms, including a DNA sequence-based
genotype test for Shiga toxin-producing E. coli (STEC), and seek Clinical Laboratory
Improvement Amendments (CLIA) approval for a new Salmonella molecular serotyping test.

o Lead the development of technologies that will address the emerging challenge of diagnostic
tests being developed for use by clinical laboratories, which are incompatible with current
CDC foodborne pathogen surveillance systems, including PulseNet. Current PulseNet
technology is nearly 20 years old and will likely become obsolete in the near future if its
underlying technology is not updated soon. Delaying investment in this effort would likely
result in undercutting federal, state, and local agencies’ abilities to detect foodborne disease
outbreaks and result in increased numbers of foodborne-related illnesses, hospitalizations,
and deaths.

o Support the development of new IT tools, methods, and analytics in epidemiology,
laboratory science, and environmental health to allow better, faster, and more complete
identification of foodborne outbreaks and their causes.

o Increase the network of FOodCORE sites from seven to approximately 10 sites to strengthen
best practices in outbreak investigation. Increased funding from the FoodCORE program to
state and local agencies is estimated to increase the number of worker positions from
approximately 30 to as many as 45 positions. These sites will identify, develop, implement,
assess, and standardize best methods and new technologies in epidemiology, laboratory
science, and environmental health for efficient outbreak detection and response among
investigators at the local, state, and federal levels.

o Support ongoing and new Council to Improve Foodborne Outbreak Response (CIFOR)
projects to improve the standardization, speed, and accuracy of foodborne disease outbreak
detection and investigation.

o Restore state and local capacity to respond to outbreaks by increasing funding to support
food safety programs through the ELC cooperative agreement program.

e Continue and expand training and education efforts.

o Train epidemiologists, microbiologists, environmental health specialists, and others in the
methods used for foodborne disease diagnosis, surveillance, pathogen identification,
outbreak investigation, and control.
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e Designate five Integrated Food Safety Centers of Excellence, as required by FSMA. Centers will
serve a critical role in transferring best practices and tools in food safety surveillance and
outbreak response to state and local public health program staff and the food industry through
training and regional capacity support.

Food Safety Grant Table'?

(dollars in millions) FY 2011 FY 2012 .FY 2013
Appropriation Enacted President’s Budget

Number of Awards 57 57 57
Average Award $0.129 $0.129 $0.129
Range of Awards $0.015-$0.666 $0.015-$0.666 $0.029-$1.327
Number of New Awards 0 0 57
Number of Continuing 57 57 0
Awards

'Reflects awards funded by CDC’s Food Safety budget authority.
2Excludes PPHF funding.

NATIONAL HEALTHCARE SAFETY NETWORK BUDGET REQUEST

FY 2011 FY 2012 PinflOrlj’ FY 2013 +/-
Appropriation Enacted IngdSet s FY 2012

Budget Authority $14.872 $14.840 $27.468 +$12.628

(dollars in millions)

Program Overview: Tracking and monitoring HAIs is a crucial component of HAI elimination programs.
CDC provides HAI data to identify patients at risk for infection, as well as identify types of infections and
the impact of prevention strategies in hospitals and other healthcare settings. The National Healthcare
Safety Network (NHSN) is a surveillance system used by over 5,000 facilities for HAI tracking and
prevention across healthcare settings, including hospitals in all 50 states and non-hospital settings (e.g.,
dialysis facilities). Because patients are frequently transferred between facilities for their care, NHSN data
are used to track infections across healthcare settings and prevent the rapid spread of HAIs. NHSN also
provides data to measure progress and gaps in prevention, and is being extended to support state health
department prevention activities, national CMS Value Based Purchasing programs, and federal and state
reporting requirements. NHSN complements other HHS systems and tracks progress towards meeting the
objectives of the HHS Partnership for Patients initiative.

To further support national HAI elimination efforts, CDC accelerates prevention research through the
Prevention Epicenters to address important scientific gaps in HAI prevention and works with health
departments and academic institutions to conduct population-based surveillance on emerging infections
and conditions not covered by routine health department surveillance.

Recent accomplishments:

e Increased participation in NHSN. By December 2010, 3,400 healthcare facilities were
participating in NHSN, and as of December 2011, more than 5,100 healthcare facilities were
using NHSN for HAI reporting, including 420 hemodialysis facilities and 240 long-term acute
care facilities.

e Transmitted data from CDC to CMS for hospital value-based purchasing. NHSN is a
demonstrated prevention and tracking tool used by healthcare facilities in all 50 states for
reporting and prevention initiatives and supports the CMS hospital Value-Based Purchasing
(VPB) program.
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e Worked with the National Quality Forum to standardize HAI measures for additional healthcare
settings (e.g., non-ICU settings, dialysis, long-term acute care facilities, and rehabilitation
facilities) and infection types (e.g., C. difficile and MRSA). This will facilitate accurate and
consistent data reported to NHSN that will be used for state and federal reporting mandates and
prevention initiatives.

e Began the final phase of a large-scale HAI prevalence survey to provide an updated HAI
prevalence estimate in a large sample of U.S. acute care hospitals, which will be completed in
early 2012.

e Worked with state health departments to identify and disseminate best practices for validation of
NHSN data.

Budget Proposal: CDC's FY 2013 request of $27,468,000 for the NHSN is an increase of $12,628,000
above the FY 2012 level. This increase will allow CDC to modernize the NHSN information technology
platform to accommodate the CMS Value-Based Purchasing program requirements for NHSN reporting
of additional types of HAIs (e.g., C. difficile and MRSA infections) and from additional healthcare
settings (e.g., long-term acute care, ambulatory surgical centers, and rehabilitation centers). CDC will also
continue to support CLABSI, CAUTI, and surgical site infections (SSI) reporting in 5,000 hospitals and
blood stream infection (BSI) reporting in 5,000 dialysis facilities as part of VBP and continue to work
with CMS to expand infection-related quality measures in areas such as additional SSI. To ensure data
accuracy, CDC will support 11 states for data validation and data quality activities, electronic reporting of
HAI data from hospital commercial infection surveillance systems, implement national standards for
reporting laboratory data for HAIs and communicable diseases, and develop methods for automatic (e.g.,
electronic algorithms) HAI detection.

CDC will accelerate prevention research through five multi-center, collaborative, academic Prevention
Epicenters to address scientific gaps in HAI prevention and develop innovative ways to detect and
prevent HAIs. CDC will also continue to support 10 sites comprised of health departments and academic
institutions to conduct population-based surveillance on emerging infections and conditions not covered
by routine health department surveillance, such as multi-drug resistant, Gram-negative bacteria. This
surveillance documents national disease burden, improves understanding of transmission, and assesses the
impact of prevention measures.

In FY 2013, CDC will:

e Modernize the NHSN information technology platform to accommodate the expansion of CMS
guality reporting initiatives. Given an expected increase in NHSN participation, CDC must invest
in a new sustainable NHSN architecture (e.g., additional servers, enhanced software and user
interface) to better serve the various NHSN users and to improve NHSN functionality.

e Expand HAI reporting in NHSN to additional healthcare settings. This expansion will increase
reporting from 170 ambulatory surgery centers participating in 2012 to approximately 5,300 in
2013, from 250 long-term acute care facilities in 2012 to approximately 430 in 2013, and from 50
rehabilitation centers in 2012 to 1,200 in 2013 to meet CMS VPB requirements and maintain
support to 5,000 hospitals and to 5,000 dialysis facilities reporting for CMS' quality programs.
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e Expand national surveillance of HAIs by the types of infections reported to NHSN to meet CMS
VBP requirements by increasing the number of hospitals reporting SSI from 2,800 in 2012 to
approximately 4,000 in 2013; C. difficile from 1,450 to approximately 4,500; MRSA from 1,650
to approximately 4,500; and CAUTI from 2,200 to approximately 4,500; and maintain support for
5,000 hospitals reporting CLABSI and CAUTI. CDC will provide CMS with NHSN facility-level
data to be posted on the Hospital Compare website. NHSN will provide data for monitoring
national progress towards the HHS HAI Action Plan and the HHS Partnership for Patients
initiative.

e Enhance electronic data collection and analysis for local use and assess regional and national
trends, work with health data system vendors to support electronic reporting of HAI data from
electronic health records systems to NHSN, and develop and implement methods for automatic
detection of select HAIs.

e Develop innovative surveillance methods, such as definitions and metrics, validation methods,
and best practices to ensure that accurate, timely, complete, and consistent HAI data are reported
to NHSN and that these data are used for healthcare quality improvement, surveillance, public
reporting, and/or payment purposes, such as VBP. CDC will continue to promote ongoing state
health department efforts to validate data.

e Through Prevention Epicenters, collaborate with leading academic centers to identify novel
candidate prevention strategies in healthcare settings and patient populations. Research will
include identifying HAI prevention strategies, developing future checklists used in healthcare
settings, improving HAI surveillance strategies, and developing novel strategies for detection and
prevention of emerging problems, such as infections caused by antimicrobial-resistant organisms
and inappropriate antimicrobial use.

National Health Care Safety Network Grant Table'?

(dollars in millions) FY 2011 FY 2012 Y 2013
Appropriation Enacted President’s Budget
Number of Awards 16 16 21
Average Award $0.172 $0.172 $0.576
Range of Awards $0.005-$0.430 $0.005-$0.430 $0.016-$1.100
Number of New Awards 0 0 5
Number of Continuing Awards 16 16 16

"Reflects awards supported with CDC’s NHSN budget authority.
ZExcludes ACA/PPHF funding.

QUARANTINE AND MIGRATION BUDGET REQUEST

N FY 2011 FY 2012 FY 2013 FY 2013 +/-
(dollars in millions) . President’s
Appropriation Enacted FY 2012
Budget
Budget Authority $26.032 $25.866 $25.929 +$0.063
Federal Isolation and Quarantine N/A N/A $1.000 N/A
(non-add)
Total $26.032 $25.866 $25.929 +$0.063

Program Overview: CDC improves and protects the health of vulnerable international populations, such
as international refugees, immigrants, and non-immigrant admissions (tourists and students). CDC’s
global migration health and quarantine activities reduce infectious diseases among immigrants, refugees,
and international travelers and prevent disease importation and spread within the United States. CDC has
a unique regulatory function in preventing disease spread in mobile populations.
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To address infectious disease health risks associated with international travel and migrating populations,
CDC carries out regulatory responsibilities and implements cost-effective public health programs for
populations traveling internationally or migrating to the United States. CDC has specialized knowledge of
the complex issues surrounding border and migration health, including legal and regulatory issues, and a
strong relationship with nontraditional partners (e.g., Department of Homeland Security, International Air
Transport Association, Department of State, Department of Transportation, International Organization for
Migration, foreign governments). CDC’s global migration and quarantine staff are able to have a greater
impact by training and leveraging these partnerships (e.g., with 50,000 Customs and Border Protection
agents, 600 panel physicians, and 3,000 civil surgeons) to execute frontline public health activities.

Recent accomplishments:

e Implemented improved tuberculosis (TB) screening and treatment with 2007 Culture and Directly
Observed Therapy Technical Instructions (T1) in immigrants and refugees. This has resulted in
the diagnosis and treatment of over 1,000 TB cases annually—a 300 percent increase, which
leads to cost savings to states of $15 million to $25 million each year. Since 2008, these TB Tls
identified more than 30,000 cases of latent TB infections—a 600 percent increase—that were
referred to state and local health departments for follow-up after arrival into the United States to
prevent new cases of TB infection.

e Documented gold-standard travel medical guidance and advice for healthcare providers and
travelers via the 2012 edition of the CDC Health Information for International Travel, commonly
referred to as the “Yellow Book," which is a renowned reference throughout the world.

e Responded to major epidemics, such as the 2010-2011 cholera outbreak in Haiti, as well as
routine public health needs, such as the response to 2,186 reports of illness at U.S. ports of entry
and distribution of 631 vials of lifesaving biologic medicines.

Budget Proposal: CDC's FY 2013 request of $25,929,000 for quarantine and migration is an increase of
$63,000 above the FY 2012 level. Within this amount, $1,000,000 is to remain available until expended
for quarantine-related medical and transportation costs. As a result of this shift from annual to no-year
funds, CDC will reduce activities that support critical surveillance to detect, identify, and map infectious
diseases of public health significance in U.S.-bound refugees and immigrants, international travelers, and
migrants crossing the U.S.-Mexico border.

Activities are also supported with resources from CDC’s influenza planning and response appropriation
and CDC’s core infectious diseases appropriation.

In FY 2013, CDC will:

e Provide technical and regulatory oversight of overseas health screening and post-arrival health
monitoring of 1,000,000 immigrants and 80,000 refugee populations that are undergoing U.S.
resettlement.

e Increase the proportion of applicants for U.S. immigration screened for TB and treated under the
2007 TB TI from 70 percent to 72 percent.

e Increase the percentage of immigrants and refugees with a TB Class A or B medical notification
who undergo medical follow-up after arrival in the United States from 74 percent to 76 percent.

e Implement overseas interventions (e.g., vaccination) in U.S.-bound immigrants and refugees that
improve the health of these vulnerable populations and realize considerable cost savings to states.
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e Further develop the Bio-Mosaic Project into a comprehensive migration map of immigrant
populations residing in the United States by country of birth, along with other social determinants
of health disparities, in order to reduce major infectious disease disparities in immigrant
populations.

e Characterize risks associated with international travel of more than two million people traveling
to or through the United States daily and the 60 million Americans who are frequent international
travelers. CDC staff analyzes data from GeoSentinel, an international surveillance network of
travel/tropical medicine clinics, to develop evidence-based recommendations that are shared with
healthcare providers, the public, and a wide array of travel industry and governmental partners.

e Manage CDC's Travelers’ Health website, the fifth-most frequently visited CDC website with 28
million hits annually. On this site, travelers can access travel health advice, including country-
specific vaccine recommendations and requirements, outbreak updates, travel notices, travel-
related disease information, and destination-specific recommendations for travelers and their
healthcare providers.

e Operate up to 20 quarantine stations across the United States that limit the introduction and
spread of infectious diseases by working with federal, state, and local partners to respond to
public health events and develop comprehensive operational plans to manage ill or exposed
travelers.

e Improve situational awareness of infectious diseases of mutual public health importance to the
United States and Mexico by conducting enhanced sentinel and population-based surveillance.

e Modernize regulations to ensure swift and appropriate response to events of public health
significance. Through delegated authority, CDC has statutory responsibility for preventing the
introduction, transmission, and spread of communicable diseases into the United States.

e Fund transportation, medical care, treatment, and other related costs of persons subject to federal
or state quarantine laws under Title I11 of the Public Health Service Act.
Quarantine and Migration Grant Table*
FY 2011

FY 2012 FY 2013

(dollars in millions)

Appropriation

Enacted

President’s Budget

Number of Awards 22 23 23
Average Award $0.131 $0.133 $0.133
Range of Awards $0.005-$0.760 $0.011-$0.760 $0.011-$0.760
Number of New Awards 7 9 2
Number of Continuing Awards 15 14 21

"Reflects awards supported with CDC’s Quarantine budget authority.
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AFFORDABLE CARE ACT PREVENTION AND PUBLIC HEALTH FUND

(dollars in millions) FY 2011 FY 2012 Presidencs | FY20134F
Appropriation Enacted Budaet FY 2012
... budget

ACA/PPHF $51.750 $51.750 $51.750 $0.000

The following activities are included:
e ELC/EIP — $40,000,000
e HAI/NHSN - $11,750,000
Epidemiology and Laboratory Capacity/Emerging Infections Program

CDC is enhancing the ability of state, local, and territorial ELC and EIP grantees to strengthen and
integrate capacity for detecting and responding to infectious diseases and other public health threats. EIP
grantees are making long-needed improvements to their infrastructure with coordination, training, and
information technology necessary for managing the numerous and varied EIP program activities and
studies. More specifically, the ELC/EIP platform aim is to increase:

e Epidemiology Capacity: Increase numbers of better trained and properly equipped epidemiology
staff to provide rapid, effective, and flexible response to infectious disease threats.

e Laboratory Capacity: Modernize, equip, and staff public health laboratories and employ high-
quality laboratory processes and systems that foster communication and integration between
laboratory and epidemiology functions.

e Health Information Systems Capacity: Develop and enhance current health information
infrastructure for public health agencies. This includes modern, standards-based, and
interoperable systems that support electronic exchange of information within and between
epidemiology and laboratory functions within public health agencies (e.g., systems that support
public health surveillance and investigation, laboratory information management systems) among
federal, state, and local public health agencies, and between public health agencies and clinical
care systems. Overall, enhancing the electronic exchange of information between public health
agencies and clinical care entities will make a critical contribution to health reform in the United
States and allow health departments to effectively engage in an era of health information
exchange evolving electronic health records.

e EIP Network Infrastructure: Strengthening EIP infrastructure in the states and their partners to
ensure successful implementation of surveillance and studies through support of personnel (e.g.,
supervisory scientists, program managers), education/training of staff, and information
technology and exchange efforts.

Healthcare-Associated Infections/National Healthcare Safety Network

CDC’s goal is to eliminate HAIs in all healthcare settings and maintain state public health activities
related to monitoring, response, and prevention; and continue regional prevention initiatives across all
healthcare settings (e.g., nursing homes, long-term acute care facilities, dialysis facilities, rehabilitation
facilities, etc.). In select states, CDC will support the critical public health role of state health departments
through collaborations to implement and ensure adherence to evidence-based HAI prevention practices.
CDC will establish systems that work with the NHSN for electronic capture of HAI data for prevention to
achieve goals included in the HHS HAI Action Plan. These systems will support the urgent need for
states to develop capacity in their health systems (hospitals, clinical laboratories, etc.) to capture and
transmit HAI data to NHSN to fulfill state and federal reporting requirements.
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CDC will build on the success of American Recovery and Reinvestment Act (ARRA) investments in

preventing HAIs through the leadership and coordination of state health departments. Using the

Epidemiology and Laboratory Capacity Grant Program and Prevention Epicenters as platforms to support

state activities, CDC will continue to support model states that have effectively implemented HAI

prevention initiatives through the development of programs and implementation of policies. Funding will

help model states maintain sustainable programs that will work across the healthcare system to maximize

HAI prevention efforts through collaboration with public health partners and healthcare partners, such as
CMS quality improvement organizations, hospital associations, and consumer groups.

These funds will also help to support work with CMS to implement HAI VBP requirements under health
reform and complement and support the HHS Partnership for Patients initiative. The ACA’s VBP
program requires hospitals to use HAI prevention metrics established in the HHS HAI Action Plan. In
select states, CDC will continue to enhance automated data collection.

ACA/PPHF Healthcare-Associated Infections/National Healthcare Safety Network
Grant Table!

FY 2011

FY 2012 FY 2013
Enacted President’s Bud
51 51
Average Award $0.175 $0.175 $0.175
Range of Awards $0.023-$0.782 $0.023-$0.782 $0.023-$0.782
Number of New Awards 51 0 0
Number of Continuing Awards 0 51 51

1Exclusively ACA/PPHF funding.

(dollars in millions)

Appropriation
51

Number of Awards

PERFORMANCE

Program: Core Infectious Diseases

Performance measures for Long Term Objective: Build and Strengthen health information systems capacity in state and
local health departments

Measure Most Recent E\r:ai(:is FY 2013 FY 2013 +/-
Result Target FY 2012
Target
3.5.1: Increase the proportion of
laboratories (large
commerual/mgiependent and hospltgl) FY 2010_. 17% 37% 47% +10%
using Electronic Laboratory Reporting (Baseline)
(ELR) in Grantee Jurisdictions®
(Intermediate Outcome)

lTargets reflect ACA/PPHF funding

Performance measures for Long Term Objective: Protect Americans from Infectious Diseases—\Vector-borne.

Measure Most Recent E\rqazc(t)ig FY 2013 FY 2013 +/-
Result Target FY 2012
Target
3.E: Establish state TickNet sites to .
collect and submit data Lyme and F‘I};rzzﬁvlig 16 16 Maintain
other tick-borne diseases (Output) g

FY 2013 CONGRESSIONAL JUSTIFICATION
110



NARRATIVE BY ACTIVITY
EMERGING AND ZOONOTIC INFECTIOUS DISEASES
BUDGET REQUEST

Performance measures for Long Term Obijective: Protect Americans from death and serious harm caused by medical
errors and preventable complications of healthcare.

Measure Most Recent 'I:E\r:azcgig FY 2013 FY 2013 +/-
Result Target FY 2012
Target

3.3.2: Reduce the estlmat'ed nu_mber' of FY 2010:

cases of healthcare associated invasive 64.158 cases

Methicillin-resistant Staphylococcus T 46,000 cases 40,000 cases -6,000

. ) (Historical

aureus (MRSA) infections.™
Actual)

(Outcome)

3.3.3:_ Reduce the centra_l-llne_ FY 2010: 0.68

associated bloodstream infections (Historical 06 05 01

(CLABSI) standardized infection ratio Actual) ' ' '

(SIR)? (Outcome)

YThis measure was revised in FY 2011from an estimated total number of invasive MRSA cases to reflect the number of healthcare-associated
invasive MRSA cases. Targets were changed to match the revised measure.

2 Targets do not reflect ACA/PPHF funding

Performance measures for Long Term Obijective: Reduce the spread of antimicrobial resistance.

Measure Most Recent E\r:azc(:ig FY 2013 FY 2013 +/-
Result Target FY 2012
Target
3.2:1_: D_ecrease the numl_)er of FY 2009: 59.2
antibiotic courses prescribed for ear
X RS - (Target Not 48 49 +1
infections in children under five years Met)
of age per 100 children. (Outcome)

Core Infectious Diseases Performance Trends: The Epidemiology and Laboratory Capacity for Infectious
Diseases (ELC) and Emerging Infections Program (EIP) platforms partly reflect CDC’s health reform
efforts and Patient Protection and Affordable Care Act (ACA) funding. One component is to advance
national implementation of Electronic Laboratory Reporting (ELR). Prior to the FY 2011 ACA ELC
funding for ELR, 17 percent of labs in grantee areas reported using ELR. Sustained ACA support for ELR
will increase that number substantially, up to 47 percent by the end of FY 2013 (Measure 3.5.1).
Specifically, grantees will be able to upgrade technical infrastructure and surveillance systems, engage
with clinical, commercial, and other labs in their jurisdictions, and upgrade their Laboratory Information
Management Systems (LIMS). CDC’s technical support group will assist grantees and the Association
of Public Health Laboratories in monitoring ELR implementation and track progress toward the targets.

Vector-borne Performance Trends: Estimates suggest that the costs of managing a vector-borne disease
outbreak can be up to 300 times greater if response is delayed. CDC’s met its target of establishing 16
TickNet sites (Measure 3.E), which improved reporting and analysis of state and regional trends in tick-
borne diseases (e.g., Lyme disease (30,169 cases reported in 2010) and Rocky Mountain spotted fever
(1,815 cases reported in 2009)), and facilitated multi-state field evaluations of interventions aimed at
reducing disease burden. The results from these evaluations efforts, which are presently underway, will be
used to inform programs strategies--ending the programs that do not produce results and intensifying the
programs reduce disease and disease risk.
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Antimicrobial Resistance Performance Trends: Ear infections among children less than five years of age
result in more antibiotic prescriptions than any other clinical diagnosis. The American Academy of
Pediatrics (AAP) guidelines for treatment of acute otitis media in children recommend watchful waiting
instead of antibiotic therapy for children meeting certain criteria.® Annual antibiotic prescribing for ear
infections remains high with a rate of 59.2 prescriptions per 100 children less than five years of age
(Measure 3.2.1). CDC did not meet its 2009 target, with 4.2 more courses of antibiotics prescribed than
the target of 59 courses per 100 children. Therefore, CDC slightly revised the FY 2013 target. While
slight annual variations in reported data are not uncommon, CDC will determine whether this is an
anomaly specific to the reporting period or an ongoing trend. Antibiotic prescribing rates for children
aged less than 15 years seen in physician offices , declined 24 percent, from 300 antibiotic courses per
1,000 physician office visits in 1993-1994 to 229 antibiotic courses per 1,000 physician office visits in
2007-2008. CDC’s Get Smart: Know When Antibiotics Work program focuses heavily on reducing
antibiotic prescribing rates for children.

Healthcare-Associated Infections (HAIs) Performance Trends: CDC aggressively combats HAIs across a
spectrum of healthcare facilities. Building upon the successes from CDC’s work with states through the
American Recovery and Reinvestment Act, CDC reduced the incidence of HAIs nationally, including the
reduction of central line-associated bloodstream infections (CLABSISs), catheter-associated urinary tract
infections (CAUTIS), surgical site infections (SSIs), and methicillin-resistant Staphylococcus aureus
(MRSA) infections. Adherence to CDC's HAI prevention recommendations reduced CLABSIs 58 percent
in hospital intensive care units from 2001 to 2009, saving up to 27,000 lives and $1.8 billion in excess
medical costs. Adherence to CDC HAI prevention recommendations significantly decreased (20-65
percent) CAUTIs in hospitals since the 1990s. In 2010, national CLABSI and SSI incidence in hospitals
decreased 15 percent and eight percent, respectively. CLABSI SIR decreased from 0.8 to 0.68 in FY 2010
(Measure 3.3.3). Additionally, national estimates of healthcare-associated invasive MRSA (hospital onset
and healthcare-associated invasive MRSA in other healthcare settings (e.g., dialysis)) decreased six
percent. Estimated healthcare-associated invasive MRSA infections decreased from 71,828 in FY 2009 to
64,158 in FY 2010 (Measure 3.3.2). CDC monitors annual progress of HAI prevention with CDC's
National Healthcare Safety Network (NHSN). Reduced HAIs in healthcare settings support progress
toward the HHS HAI Action Plan five-year targets as well as HAI targets in the HHS 20102015 strategic
plan. Additionally, NHSN CLABSI and CAUTI metrics are the key measures for an HHS Priority Goal to
reduce HAIs (www.performance.gov/) for 2012-2013, further enhancing ongoing collaborations in this
area and accelerating progress. CDC’s HAI measures allow CDC, healthcare facilities and partners to
target prevention practices for specific infections and healthcare settings and to better respond to new and
emerging threats from HAIs.

® American Academy of Pediatrics Subcommittee on Management of Acute Otitis Media. Diagnosis and management of acute otitis media.
Pediatrics 2004; 113:1451
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Program: Food Safety

Efficiency measure for Food Safety

FY 2012
Most Recent FY 2013 FY 2013 +/-
hilEEEN Result Sl Target FY 2012
Target
3.E.1: Enhance detection and control
of foodborne outbreaks by increasing
the number of foodborne isolates FY 2011:
identified, fingerprinted, and 44,658
electronically submitted to CDC’s (Target 40,000 45,000 +5,000
computerized national database Exceeded)
networks with annual level funding.
(Efficiency)
Performance measures for Long Term Objective: Protect Americans from infectious diseases — foodborne illnesses.
\easure Most Recent A FY 2013 FY 2013 +/-
Result Target FY 2012
Target
3.1.1b: Reduce the incidence of )
infection with three key foodborne FY 2010: 0.9
. S X . (Target 1 0.9 -0.1
pathogens: Escherichia coli O157:H7
Exceeded)
(Outcome)
3.1.1c: Reduce the incidence of FY 2010: 0.3
infection V.Vltf_'l thrge key foodborne (Target Not 0.26 0.95 -0.01
pathogens: Listeria monocytogenes. Met but
(Outcome) Improved)
3.1.1d: Reduce the incidence of
T . FY 2010: 17.6
infection v.wth three key foodborne (Target Not 13.93 13.62 2031
pathogens: Salmonella species.
Met)
(Outcome)
3.A: Number of countries receiving FY 2011 37
training in PulseNet protocols (Output) (Target 18 35 1
Exceeded)
3.B: Cumulative number of Public .
Health Laboratories capable of FY 2011: 25
' . . (Target 27 30 +3
accessing CaliciNet to detect viral
X Exceeded)
diseases (Output)

Performance Trends: Since 2006, CDC exceeded its targets for identifying and analyzing foodborne
isolates, specifically salmonella isolates, submitted to CDC for characterization (Measure 3.E.1). In 2010,
FoodNet surveillance documented that E. coli O157:H7 reached the Healthy People 2010 target of less
than one case per 100,000 population in 2009 (0.99), and the infection rate decreased to 0.9 cases per
100,000 population in 2010(Measure 3.1.1b).

CDC’s food safety program demonstrated a significant return on investment. As evidenced by an analysis
which found that the cost of running the PulseNet system in the state of Colorado for one year was offset
if it averted as few as five cases of E. coli O157:H7 annually, because of costs associated with this
infection. Additionally, the analysis estimated that preventing a single fatal case of E. coli O157 infection
saves an estimated $7 million in societal costs. In 2011, 37 countries received training in PulseNet
protocols, exceeding the target of 25 countries (Measure 3.A).

These FoodNet data also show that Salmonella infection rates have increased since 2009 (Measures
3.1.1d). In the past year, new national targets for disease reduction were set as part of the Healthy People
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2020 goals, which call for important reductions in disease incidence below 2006-2008 rates. As a result,
CDC’s targets from 2012 on have been set based on updated performance targets for HP2020.

Listeria infection rates decreased from the baseline period 1996-1998, though to a lesser extent than
E.coli. CDC met or exceeded targets from FY 2005 through FY 2008. Although CDC didn’t meet targets
in FY 2009 or FY 2010, Listeria infection rates improved in FY 2010 (Measure 3.1.1c). Current progress
results from major efforts in the processed meat/hot dog industry to reduce contamination. The large
Listeria outbreak in 2011 linked to cantaloupes, as well as other recent outbreaks related to produce and
soft cheeses, show the need for more targeted control efforts. Swift investigation and control kept the
cantaloupe outbreak from being even larger because one state interviewed cases and tested bacteria
swiftly, per the National Listeria Action Plan. In collaboration with the Food and Drug Administration
and the U.S. Department of Agriculture's Food Safety and Inspection Service, CDC broadly implements
the National Listeria Action Plan to further reduce cases through efficient risk management, empowering
consumers, and improving consumer safety to achieve future targets.

Program: National Healthcare Safety Network

Performance measures for National Healthcare Safety Network

\easure MostRecent | ' 202 FY 2013 FY 2013 +/-
Result Target FY 2012
Target
3.3.4: Increase the number of hospitals
and other selected health care settings )
that report into the National le'islelt.l\?lﬁcc))o 6,500 10,000 +3,500
Healthcare Safety Network (NHSN)* g
(Output)

1Targets do not reflect ACA/PPHF funding.

Performance Trends: CDC met its NHSN target by expanding monitoring capacity from 3,400 facilities in
October 2010 to 5,000 facilities in December 2011 (Measure 3.3.4). CDC accomplished its goal to
increase the number of facilities using electronic data sources, such as clinical document architecture
(CDA), to detect and report CLABSI, and increased automated data collection by expanding the number
of vendors transmitting electronic data to CDC. Information technology systems to support this
transmission are being used at more than 450 hospitals. To increase efficiency and simplify HAI case
detection and data collection, CDC examined methods to simplify NHSN HAI surveillance using a
CLABSI detection algorithm that exclusively uses electronic data sources. CDC assists health information
technology vendors to incorporate these methods in systems used by healthcare facilities. NHSN
performance data informs progress toward the HHS 2010-2015 strategic plan, inform CDC's strategic
efforts to assess local, state, and national HAI trends, and target HAI prevention across the healthcare
spectrum.

Program: Quarantine and Migration

Performance measures for Long Term Objective: Prevent the importation of infectious diseases to the U.S. in mobile
human, animal and cargo populations

FY 2012
Measure Most Recent Enacted FY 2013 FY 2013 +/- FY
Result Target 2012

Target

3.4.2: Increase the proportion of

o oo | vz oo

; - . y . (Target 70% 2% +2%

implementing revised tuberculosis Exceeded)

technical instruction (TB TI).

(Outcome)
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FY 2012

Measure Most Recent Enacted FY 2013 FY 2013 +/- FY
Result Target 2012
Target
t3r.:\llgl:elrr;csr§:|i?ntg%::elffrlécgloﬂlggical FY 2009: 4.4
. ; . (Target Not 10 10.5 +0.5
advice for travel to Africa and Asia. Met)

(Outcome)

3.4.4: Increase of the percentage of
immigrants and refugees with a
"Class A or B medical notification
for tuberculosis" who undergo
medical follow-up after arrival in U.S
(Outcome)

FY 2010: 81%
(Target 74% 76% +2%
Exceeded)

Performance Trends: CDC rolled out implementation of the 2007 revised TB TI to all immigration
applicants in the Dominican Republic, Uganda, Ethiopia, Taiwan, Jordan, Kenya, Japan, China, and Haiti.
Based on FY 2011 immigration data, CDC exceeded its target with 68 percent of U.S.-bound immigrants
being screened according to the 2007 TB TI (Measure 3.4.2).

Although CDC didn’t meet its 2009 target, travelers to Asia and Africa were 4.4 times more likely to seek
travel advice than travelers to Europe, Australia, and New Zealand, (Measure 3.4.3). CDC will review
historical data to determine appropriate future targets and to focus public health efforts to achieve the
greatest impact. Because the highest disease risk is for travel to Africa and Asia, CDC currently focuses
its outreach and educational activities on travelers to those two continents.

In FY 2010, CDC exceeded its target of 70 percent of immigrants and refugees with a “Class A or B
medical notification for TB" who underwent medical follow-up after arrival in United States; 81 percent
of these immigrants and refugees underwent TB follow-up (Measure 3.4.4). To achieve this increase in
follow-up, CDC improved reliability of the Electronic Disease Notification (EDN) system by establishing
a web-based TB follow-up reporting system; allocated resources to establish a stable workforce in the
EDN Data Entry Center; provided timely notifications to health departments; improved functionality of
the system; and conducted one-on-one correspondence with state TB coordinators to complete follow-up.

IT INVESTMENTS

CDC’s work to prevent and c